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ABSTRACT
The similarities and differences of the response classes of
depression and anxiety were investigated with a sample of pre
adolescents and adolescents.

The subjects were 412 pre-adolescents

and adolescents from a local public school and a local psychiatric
hospital.

All of the participants were administered a battery of

self-rating on two consecutive days.

Two self-ratings of depression

and two anxiety measures were utilized in order to adequately sanple
the content domains.

Additionally, self-ratings were used to assess

nine related response classes (i.e, fears, social skills, major life
events, activity, hopelessness, depressed mood, anxious mood,
parent-adolescent conflict, and dysfunctional thoughts). All
assessment measures were evaluated in terms of their psychometric
properties e.g., internal consistency, homogeneity, test-retest
reliabilities, and criterion-related validity.

The findings from

these analyses indicated that all but one of the measures exhibited
high internal consistency and homogeneity.

Moreover, those measures

for which test-retest reliability was assessed exhibited acceptable
temporal stability.

Regarding the criterion-related validity, as

expected, the total scores from the depression and anxiety measures
were moderately correlated.

Additionally, only in a few instances

did the demographic variables correlate significantly
more of the independent or dependent variables.

-

one or

Regarding the first

primary analysis, the findings from the revised 2 (gender) X 2
(Trait; depression and anxiety present, depression and anxiety
absent) extreme groups MANOVA indicated that the two traits could be
significantly differentiated in the predicted direction, however,
viii

using this approach two Traits (anxiety present, depression present)
were excluded due to zero cell sizes.

Hie second primary analysis,

cluster analysis, indicated that eight clusters could be reliably
replicated across samples.

These cluster(s) appear to represent

each of the following response classes: depression and anxiety
present, depression present, anxiety present, depression and anxiety
absent.

In summary, based on the findings from this study it

appears that depression and anxiety can be significantly
differentiated when a multivariate approach such as cluster analysis
is used in an appropriate manner.

Freud (1894) first proposed the distinction of anxiety neurosis
from other neurotic disorders 93 years ago.

This debate, whether

anxiety and depression represent distinct entities or a single
construct, has persevered into modem times.

This debate has

Intensified with the application of multivariate data analytic
techniques (i.e., principle component analysis, cluster analysis,
multivariate analysis of variance) to the differentiation of
depression and anxiety.
Two oppositional viewpoints have emerged concerning depression
and anxiety with adults.

Both, Gurney, Garside and Kerr (1972),

along with others, has proposed that the two disorders should be
conceptualized as separate disorders.

lewis (1966) has argued that

the two disorders should be unified into one concept.

The debate

about whether depression and anxiety compose distinct disorders also
has been applied to the occurrence ofdepression and anxiety in
children and adolescents (Izard & Blumberg, 1985).

Therefore,

theoretical and enpirical investigations of depression and anxiety
in childhood and adolescence have increased (Kazdin, Rancurello, &
Unis, in press; Weissman, 1985).
The increased circumspection on these two disorders has been
prompted by a number of factors.

These factors include the:

(a)

recent development of relevant and appropriate diagnostic criteria
(Puig-Antich & Gittehman, 1982); (b) rapid increase of adolescent
suicide and its relation to depression (Hawton, 1986); (c) interest
in transmission of depression and anxiety disorders to youths
(Weissman, 1985); (d) determination of long term prognosis of
depression and anxiety disorders (Kbvacs, Fienberg, Crouse-Novak,

Paulauskas, & Finkelstein, 1984; Weissman, Leckman, Merikangas,
Gammon, & Prusoff, 1984); (e) identification of familial risk
(proband studies) patterns (Leckman, Merikangas, Pauls, Prusoff, &
Weissman, 1983); (f) increasing the efficacy and specificity of
interventions for depression and anxiety disorders (Weissman, 1985);
(g) and the examination of the similarities between their
presentation in adults, children and adolescents (G. Carey, 1985).
Such investigations have been hindered by the complexity of the
relation between depression and anxiety in children and adolescents
(Eason, Finch, & Brasted, 1985; Norvell & Finch, 1985).
The purpose of the present investigation was to examine from a
multidimensional perspective the relation of the response classes of
depression and anxiety in pre-adolescents and adolescents using a
taxometric approach.

The following sections review the current

state of research concerning depression and anxiety in adolescence
relative to:

conceptual issues, taxcsnetric schemes, and diagnostic

criteria for depression and anxiety, prevalence of depression and
anxiety, phencmenologically derived features of depression and
anxiety, informant sources, psychometrically derived features of
depression and anxiety, and differentiating depression and anxiety.
Additionally, an integrative summary summarizing the major issues
and methological weaknesses of previews investigations of depression
and anxiety in adolescence is provided.

Please note that in the

remainder of the introduction the term adolescent will refer also to
pre-adolescents.

Conceptual issues
Depression
Researchers generally agree that children and adolescents
experience depressive symptoms (e.g., sadness, dysphoric mood,
guilt, sleep disturbance). However, the existence of depression as
a clinical syndrome or disorder (i.e., a response class of
depressive behaviors/syirptcans) in childhood and adolescence has been
an issue of considerable debate (Cyntm & McKnew, 1974; Kdvacs &
Beck, 1977; Lefkcwitz & Burton, 1978, Puig-Antich fit Gittelman,
1982).

Four widely cited viewpoints have been identified; (a)

depression in childhood and early adolescence cannot exist in any
form similar to adults because they lack adequate ego development
(Rie, 1966); (b) depression does exist in childhood and adolescence
but has unique masking symptoms or behaviors such as fire setting,
hyperactivity, enuresis, conduct disorders, truancy, headaches etc.
(Arajarvi & Hutteinen, 1972); (c) depression in adolescents is
transitory (Lefkowitz & Tesiny, 1980); and (d) depression exists in
childhood and adolescence in a fashion similar to that observed in
adults, although it may have distinguishing features (e.g., poor
school performance) (Kbvacs & Beck, 1977).
Researchers and clinicians have asserted that depressive
disorders do exist in adolescence and they bear resemblance to adult
depressive disorders although there nay be distinguishing features
(Carlson & Strober, 1983; Reynolds, 1985; Puig-Antich & Gittelman,
1982; Rutter, Graham, Chadwick & Yule, 1976).

3he latter

perspective has gained prominence, due primarily to the successful
application of DSM III (American Psychiatric Association, 1980)

diagnostic criteria for unipolar depression to children and
adolescents.

The following section reviews the conceptual issues

related to anxiety-based disorders in adolescents.
Anxiety
Interest in anxiety disorders in children and adolescents has
stemmed historically from three perspectives: psychodynamic,
behavioral and developmental.

Interest initially arose from Freud's

psychodynamic theory of psychopathology, as evidence! by Freud's
case of Little Hans in 1909 and the increased developmental
importance of anxiety in Freud's theory of neurosis.

later,

childhood and adult fears received considerable attention from the
behavioral perspective.

The initial examination of fear from a

behavioral, perspective was conducted by Watson and Rayner (1920)
with the famous case of a child's small animal phobia.

These

findings were later extended and led to the subsequent development
of classical conditioning treatment strategies for simple and
complex phobias.
Fears and anxiety also were of interest from a normal
development standpoint as exemplified by the classic developmental
studies by Jerslid and Holmes (1935) and Lapouse and Monk (1959), as
well as studies by Werry and Quay (1971), and the Japanese study by
Abe and Masui (1981).

Most studies have limited their inquiry to

young children and the scope of their investigations to answering
the questions "What do children fear?" and "How do demographic
variables (e.g., age, sex, SES) affect fears?" (Graziano,
DeGiovanni, & Garcia, 1979).

There has been little doubt that anxiety symptoms (e.g.,fears,
phobias, separation anxiety) exist in same farm during childhood and
adolescence (Barrios, Hartmannn & Shigetcsni, 1982).

Hie primary

issues have been disagreement on the make up and number of anxiety
disorders in childhood and adolescents, the dearth of findings with
adolescents, the overly simplistic unidimensional approach which has
been adopted by researchers and clinicians and the proposed
transient nature of fears in childhood and adolescence.

Of the

aforementioned issues, only the last issue has recently been
addressed systematically.

Several studies results have indicated a

long-term relation between early school fears and the subsequent
development of agoraphobia and depression in adulthood as opposed to
the assumption of the transient nature of fears in children and
adolescents (Berg, 1976? Gittleman & KLien, 1985; Weissman, 1985).
In summary, it appears from the available research that
depression and anxiety disorders occur during adolescence.

Although

these disorders often have been overlooked because of the lack of
widely accepted diagnostic criteria (Ollendidk & Mayer, 1984) and
reliable and valid assessment measures.

Hie following section

briefly reviews several of the available classification schemes
which have been applied to adolescence.
Taxonomic Schemes and Diagnostic Criteria
Taxonomy, as Achehbach (1982) so cogently defined, is "the
grouping of cases according to their distinguishing features" (p. 1)
whereas assessment is concerned with the determination of the
distinctive features.

However, assessment is an inexorable

component of a taxonomy.

Taxonomy, in order to be useful, requires

as a prerequisite that response classes can be assessed reliably and
validly.

An empirical taxonomy has several potential contributions.

First, the development of an operationally defined and valid
classification system facilitates professional communication between
clinicians and researchers.

Seoond, a viable taxcmstric system may

assist in the development of interventions with improved efficacy
and the identification of differential etiologies, coarse, and
prognosis (Acheribach, 1982).

For instance, Tramontana and Sherrets

(1985) have stated: “Suffice it is to say that little progress in
the evaluation of treatments can be achieved, and generalizability
will be quite limited, without a de a r taxonomy of
developmentally-relevant symptom characteristics in child and
adolescent disorders” (p. 410).

Additionally, several other reasons

are that consensual agreement on a reliable classification system
facilitates third party reimbursement, research on epidemiology, and
influences public policies (i.e., fiscal allocation).

Three of the

major taxonomies of child and adolescent psychopathology include
the: Group for the Advancement of Psychiatry (GAP), DSM approach,
and multivariate approaches.
GAP Approach
The GAP is an exhaustive classification system which is
oriental toward childhood disorders.

Ten major categories are

included in the GAP system: healthy responses; reactive disorders;
developmental disorders; psychoneurotic disorders; personality
disorders; psychotic disorders; psychqphysiological disorders; brain
syndromes; mental retardation; and other disorders.

Admirably, the

GAP deemphasized the applicability of the medical model approach to

childhood disorders and stressed the importance of development;
however, the disorders often were defined in a narrative form, laden
with theoretical jargon and lacked operational definitions.

Also,

the disorders from the GAP system have been notoriously unreliable.
DSM Approach
A second approach has been the Diagnostic and Statistical
Manual for Mental Disorders (DSM; American Psychiatric Association,
1980).

The DSM approach categorizes individual's problems as

present or absence.

Disorders are defined as "mental disorders."

Surprisingly, only two child-orientated categories were included in
the DSM system until the 1968 K M III revision: adjustment reaction
and childhood schizophrenia.

DSM III substantially expanded

attention to child and adolescent disorders, as well as
incorporating a multi-axial approach.

The resulting child and

adolescent disorders, however, were based on clinical lore as
opposed to empirical findings.

Another salient feature of DSM III

was the extensive field studies evaluating the inter-rater
reliability of the child and adolescent disorders.

Results of these

field studies were discouraging because the child and adolescent
disorders contained in DSM II were more reliable than the disorders
presented in DSM III.

Field trials of the DSM III system indicated

that the inter-rater reliability of affective disorders, as measured
by Cohen's Kappa ranged from a high of .38 to a lew of .02, whereas
Kappa ranged from .25 to .44 for anxiety disorders.

Thus,

inter-rater reliability was poor for depressive and anxiety
disorders of children and adolescents.

Because the DSM III is the

official classification system utilized in the united States, this

taxonomic system will be reviewed in detail for unipolar affective
and anxiety disorders of childhood and adolescence.
Depression. The two primary diagnostic categories of unipolar
depression from DSM III are major depressive disorder and dysthymic
disorder (see Table 1).

Hie predominant feature of major depressive

disorder (MDD) and dysthymic disorder (DD) is a disturbance of mood
accompanied by a full or partial depressive syndrome.

The primary

distinguishing characteristics of ED and MDD are that the symptoms
are not of sufficient severity to warrant a MDD diagnosis, the
number and/or duration of symptoms do rot meet criteria for MDD, and
the individual has no evidence of hypcananic periods.

DSM III also

includes age-specific associated features for adolescents such as
antisocial behavior, restlessness, aggression, substance abuse, and
school problems.
Anxiety. There is general consensus concerning the definition
of fears and phobias (Marks, 1969) ? however, progress concerning a
comprehensive understanding of phobic and anxiety disorders in
childhood and adolescence has been hindered by the lack of
appropriate diagnostic criteria (Ollendick & Mayer, 1984).

A number

of anxiety disorders are applicable to adolescents (i.e.,
agoraphobia, social phobia, simple phobia, panic disorder, obsessive
compulsive disorder, post-traumatic stress disorder), and three
categories have been developed in DSM III specifically for childhood
and adolescence; Separation Anxiety Disorder, Avoidance Disorder of
Children are! Adolescence, and Overanxious Disorder.
Specific diagnostic criteria for the three age-specific
disorders are presented in Table 2.

The dominant feature of

Table 1
DSM III Diagnostic Criteria for Depressive Disorders
with Molesoents
1. Major Depressive Disorder
A. Dysphoric mood or loss of interest or pleasure in all
or almost all usual activities and pastimes.

The dysphoric mood is

characterized by symptoms such as the following: depressed, sad,
blue, hopeless, lew, down, in the dumps, irritable.....
B. At least four of the following symptoms have been present
nearly every day for a period of at least two weeks.
1. Poor appetite or significant weight loss or
increased appetite or weight gain
2. Insomnia or hypersomnia
3. Psychomotor agitation or retardation
4. Loss of interest or pleasure in usual
activities or decreased sexual drive
5. Loss of energy; fatigue
6. Feelings of worthlessness, self-reproach or
excessive or inappropriate guilt
7. Diminished ability to think or concentrate
8. Recurrent thoughts of death, suicide ideation
C. Neither of the following dominate the clinical picture when
an affective syndrome is not present...
1. preoccupation with mood-incongruent delusions
or hallucinations
2. bizarre behavior

D. Not superimposed on either schizophrenia, schizophreniform
or paranoid disorders
E. Not due to an organic mental disorder or uncomplicated
bereavement
2. Dysthymic Disorder
A. During the past c m year has been bothered roost
or all the time by symptoms characteristic of the depressive
syndrome but that are not of sufficient severity and duration to
meet criteria for major depressive disorder.
B. The manifestations of the depressive syndrome may be
relatively persistent or separated by periods of normal mood lasting
a few days to a few weeks, but no more than a few months at a time.
C. During the depressive periods there is either predominant
depressed mood or marked loss of interest or pleasure in activities
and pastimes.
D. During the depressive periods at least three of the
following symptoms are present:
1. insomnia or hypersomnia
2. lew energy level
3. feelings of inadequacy
4. decreased effectiveness or productivity at
school, work or home
5. decreased attention, concentration, or
ability to think clearly
6. social withdrawal
7. loss of interest in or enjoyment of
pleasurable activities

8. irritability or excessive anger
9. inability to respond with apparent pleasure
to praise or rewards
10. less active or talkative
11. pessimistic attitude towards the future
12. tearfulness or crying
13. recurrent thoughts of death or suicide
E. Absence of psychotic features

F. If the disturbance is superimposed on a preexisting mental
disorder, the depressed mood, by virtue of its intensity or effect
on can be clearly distinguished from the individual1s usual mood.

Table 2
DSM III Diagnostic Criteria for Anxiety Disorders in Adolescence
1. Avoidance Disorder of Childhood and Adolescence
A. Persistent and excessive shrinkage from contact with
strangers.
B. Desire for affection and acceptance and generally warm and
satisfying relations with family members and other familiar figures.
C. Avoidant behavior sufficiently severe to interfere with
social functioning in peer relationships.
D. Age at lest 2 1/2. If 18 or older, does not meet criteria
for avoidant personality disorder.
E. Duration of the disturbance of at least six months.
2. Overanxious Disorder
A.

The predominant disturbance is generalized and persistent

anxiety or worry (not related to concerns about separation), as
manifested by at least four of the followings
1. unrealistic worry about future events
2. Preoccupation with the appropriateness of
the individual's behavior in the past
3. overccoicem about competence in a variety
of areas, e.g., academic, athletic, social
4. excessive need for reassurance about a
variety of worries
5. somatic complaints, such as headaches or
stomachaches, for which no physical basis can
be found
6. marked self-consciousness or susceptibility

to embarrassment or humiliation
7. marked feelings of tension or inability to
relax
B. Symptoms have persisted for at least six months
C. If 18 or older, does net meet criteria for generalized
anxiety disorder.
D. Hie disturbance is not due to another mental
disorder, such as separation anxiety, avoidant
disorder, phobic disorder, obsessive compulsive
disorder, depressive disorder, schizophrenia or
pervasive developmental disorder
3. Separation Anxiety Disorder
A.

Excessive anxiety concerning separation free those to whom

the child is attached, as manifested by at least three of the
following:
1. unrealistic worry about harm befalling
major attachment figures or fear that they
leave and not return
2. unrealistic worry that untoward calamitous
event will separate child from major
attachment figure
3. persistent reluctance or refusal to go to
school in order to stay with major
attachment figures or at heme
4. persistent reluctance or refusal to go to
sleep without being next to major attachment
or go to sleep away from home

5. persistent avoidance of being alone in the
heme and emotional upset in unable to follow
the figure around the home
6. repeated nightmares involving theme of
separation
7. complaints of physical symptoms on school
days, e.g., stomach-aches, headaches, nausea
8. signs of excessive distress on separation, or
when anticipating separation e.g., tantrums
crying, pleading
9. social withdrawal, apathy, sadness, difficulty
concentrating on work or play when not with major
attachment figure
B. Duration of disturbance of at least two weeks
C. Not due to pervasive developmental disorder, schizophrenia,
other psychotic disorders.
D. If 18 or older, does not meet criteria for agoraphobia

Separation Anxiety Disorder is the experience of excessive anxiety
on separation from major attachment figures, home, or familiar
surroundings.

The dominant feature of Avoidance Disorder of

Childhood and Adolescence is persistent and excessive shrinking from
contact with strangers so as to interfere with the youth's social
functioning, although the youth desires affection and acceptance.
In contrast, Overanxious Disorder is primarily characterized by a
predominance of excessive worrying and fearful behavior which is not
focused on a specific situation or object, or stressor.
Limitations of the DSM Approach. Compared to Dai II, DSM
III has inproved the operational definitions (diagnostic criteria)
for depression and anxiety disorders in childhood and adolescence;
however, several problematic issues have arisen.

Of particular

importance is the lack of an empirical basis for the development of
the depressive and anxiety disorders specific to youths.

Although

these diagnostic categories may make intuitive sense, data on
reliability, validity, and clinical utility are currently lacking
with respect to anxiety disorders (Ollendick, 1983).

It appears the

lack of a reliable diagnostic system has hindered the refinement of
intervention strategies (Graziano, et al. 1979).
In contrast to the specific anxiety disorders outlined in DSM
III, several authors have been able only to demonstrate high
reliability for broad categories of anxiety disorders in youths and
not for specific subgroups of anxiety disorders (Rutter & Shaffer,
1980).

Related to the previously mentioned points, the DSM approach

also has extensive exclusionary criteria which prohibit the
concurrent diagnosis of affective and anxiety disorders (Weissman,

1985), thus inhibiting the evaluation of interrelation between these
two disorders.
Multivariate Approaches
Multivariate approaches (MVA) to developmental psychopathology
have arisen as an alternative to existing classification systems for
several reasons (Acheribach, 1983).

First, W A arose from the lack

of an empirical foundation for the categorization of child and
adolescent disorders from the available taxonomic systems (e.g.,
GAP, DSM). Second, researchers objected to the simplistic
categorization of disorders in -terms of their presence or absence.
Also, the traditional taxonomies of child and adolescent disorders
utilize a unidimensional versus a multidimensional perspective of
disorders in youths and also risk a tendency of ''adultomorphism"
(Graziano et al., 1979? Phillips, Draguns, & Barlett, 1975).

MWA,

such as Acheribach and Edelbrock (1983), Quay and Peterson (1983) and
Dreger (1982) have focused on the identification of child and
adolescent syndromes (i.e., response classes) by examining the
covariation of behaviors through statistical analyses (factor
analysis, cluster analysis, multivariate analysis of variance).
The MVA. have several advantages over traditional classification
schemes.

For instance, the MVA. are not restricted to making

dichotcanous decisions axwerning the presence or absence of a
disorder and therefore are able to examine patterns of behaviors
from a multidimensional perspective.

This allows clinicians and

researchers to obtain a more comprehensive characterization of the
individual's level of functioning and specific problem areas.
an approach encourages the development of inter-individual

Such

(nomothetic) and intra-individual (ideographic) ccanparisans.

MVA

also allow researchers to systematically evaluate age-graded and
history-graded influences on behavior.
In summary, MWk appear to have considerable premise when
applied to child and adolescent psychopathology. The following
sections review the current state of research findings for the
response classes of depression and anxiety in adolescence.
Prevalence of Depression and Anxiety
In contrast to the adult literature, few systematic
investigations of the incidence of depression and anxiety disorders
have been conducted with adolescent.

Moreover, estimates of their

incidence vary widely, partially dependent on the method of
assessment chosen (e.g., self-report, interview, parental report,
peer nomination, teacher report), population sampled (e.g., normal
school children, inpatients of residential settings, pediatrics
patients, outpatients of mental health clinic) and diagnostic
criteria employed.

Prevalence rates of depression and anxiety are

reported separately below.
Depression (nonpsvchiatric). The incidence of depression in
nonclinical populations, using an established self-report measure
(Beck Depression Inventory, BDI? Bade et al., 1961), have ranged
from 5-33%.

The BDI is a 21 item self-report inventory which

assesses the presence and severity of depressive sy m p to m a to lo g y .
Albert and Beck (1975) administered an abbreviated form of the BDI
(i.e., 13 items) to a sample of 64 seventh and eighth graders from a
parochial school.

Their results indicated that 33% of the sample

received a EDI score between 8-15, whereas an additional 3% received

BDI scores 16 and above.

Another study by Teri (1982) administered

the long form of the BDI to 568 high school students ages 14-17.
Utilizing the interpretations guidelines proposed by Beck (1978),
27% of the adolescents were categorized as moderately depressed,
while an additional 5% were severely depressed.

A study by Kaplan,

Nussbaum, SJranorowsky, Shehker and Ramsey (1980) administered the
BDI to a sample of 122 adolescents ages 14-18 from an urban high
school categorized only 5% as moderately depressed and 1% as
severely depressed.
In contrast to the use of self-report instruments,
three studies have employed an interview method.

Kovacs (1977),

using standardized diagnostic criteria obtained an incidence rate of

5% in a sample of 20 nonclinical subjects by canvassing
neighborhoods and playgrounds.

As in the Albert and Beck study, the

sample size prohibits a stable estimate of the prevalence rate in
normal populations.

Rutter, Graham, Chadwick and Yule

(1976) evaluated a random sample of 2303 14 and 15 year-old's living
on the Isle of Wright for the presence of depressed affect.

Rutter

et al. (1976) found that 21% of the males and 23% of the f emale s
reported frequently reported depressed mood.

Finally, Adheribach and

Edelbrocsk (1981) found 13% of a sample of 450 adolescents ages 12-16
reported feeling "unhappy, sad or depressed."
Depression (psychiatric). The prevalence rate in inpatient
psychiatric settings has been reported consistently as high.

For

example, Carlson and Cantwell (1980) found a prevalence rate of 27%
in a sample of 102 children and adolescents between the ages of 7 to
17 using a semi-structured clinical interview.

Additionally, more

females were diagnosed as depressed vising RDC diagnostic criteria.
Another study by Chiles, Miller and Cox (1980) found a prevalence,
rate of 23% in a sample of 120 adolescents at a coeducational
correction facility.

A structured interview was used to assess for

depression and the RDC diagnostic criteria were utilized.

In

outpatient settings, Lemoine (personal communication, October, 1985)
has indicated that the base rate for the diagnosis of DSM III
depressive disorders in adolescents and children across the 48
outpatient community mental health centers in the state of Louisiana
for the fiscal year of 1984-85, was 4.5% (n = 276) and 3.12% (n =
194), respectfully, based on a total caseload of 6073 clients.
In summary, wide discrepancies exist in the reported prevalence
rate of depression, partially due to the method of assessment and
the diagnostic criteria employed.

Hie highest estimates of

depression using standard diagnostic criteria (e.g., DSM III, RDC)
appear to occur in inpatient psychiatric populations whereas the
lowest reported prevalence rates occur in outpatient mental health
centers.
Anxiety (nonpsvchiatric). A number of prevalence studies have
been conducted using established diagnostic criteria for the
depressive disorders? however, the prevalence of anxiety in children
and adolescents is based primarily on the prevalence of anxiety
symptoms as opposed to anxiety syndromes.

After reviewing the

literature (Weissman, 1985) found seven studies which examined the
prevalence rate of anxiety symptoms of children in the general
coamnunity across four countries (i.e., United States, United
Kingdom, Denmark, and Japan). It is noteworthy that no epidemiology

studies have been conducted specifically examining anxiety based
disorders in adolescence.
Hie prevalence rate of fears and worries in childhood ranged
from a high of 43% in a sample of 482 American children between the
ages of 6 and 12 as (mother report: Lapouse & Monk, 1958) to a low
of 2% in a sample of 2500 Japanese children ages 11 and
report: Abe & Masui, 1981).

12 (child

Estimates of other anxiety symptoms

ranged frcm 8% (nightmares) in a sample of 175 children (5-5 years)
(parent report: Kastrup, 1976) to a high of 41% (mother report)
(separation anxiety) in the Lapouse and Monk (1958) study.
Anxiety (psychiatric). Once again, relatively few
investigations have been conducted evaluating the prevalence of
anxiety-based disorders in adolescents.

remains (personal

cxanraunication, October, 1985) indicated that the prevalence of
anxiety disorders in youths below the age of 18 was 4.5% (n = 275)
frcm a sample of 6073 clients seen at ocmmunity mental health
centers in the State of Louisiana.

Another study by Weissman,

Leckman, Marikangas and Gammon (1984) locked at the prevalence rate
of anxiety disorders using DSM III criteria in 194 profoand.

Results

of the Weissman et al. study indicated that the prevalence in the
normal sample of children was 8% while the occurrence of anxiety
disorders in prcband with a primary diagnosis of depression and an
associated anxiety diagnosis was 28%.

Uiese data suggest an

increased risk of developing an anxiety disorder then one of the
parents suffers from a depressive disorder and an associated anxiety
disorder.

In summary, although very few studies have evaluated the
prevalence of anxiety disorders in adolescents, it appears that the
frequency of specific fears (e.g., darkness) decreases with
increased age in normal populations while social fears and anxieties
may increase with adolescence.
Rienamenolocricallv Derived Features
Depression
Several investigations have been conducted using a
phenomenological method of study of the features of adolescent
depression with the preponderance of these investigations being
conducted with psychiatric patients.

Ihese investigations have

reported extensive lists of behaviors associated with depression in
adolescents, usually generated frcm structured interviews.
Normals. Siegel and Griffin (1983) conducted a novel study of
99 normal adolescent’s descriptive conception of depression among
their peers.

Adolescents were asked to answer a series of

open-ended and forced choice questions.

Results of their study

indicated that adolescents associated the following behaviors as
being characteristic of a depressed adolescents: dejected mood;
anger; rejected by others; unpleasant to be with; bored; apathetic;
negative self-evaluation; social isolation; loneliness; negative
outlook on the future; poor problem solving and self-pitying.

At

least 75 percent of the adolescents reported that the following
activities were characteristic of depressed adolescents: wanting to
be alone; drinking alcohol more often; increased crying; decreased
laughing; less contact with friends; decreased attendance of
sporting events; less engagement in hobbies; decreases in

conversations with parents; suicide ideation; and increased
discussion of their problems.
Clinical. Several investigations also have been conducted
examining the symptoms associated with depressed mood with small
samples of adolescent psychiatric patients.

Two studies have

evaluate! a small number of symptoms associated with adolescents
with a diagnosed major depressive disorder (Carlson & Cantwell,
1979; Friedman, Hurt, Clarion, C o m & Aronoff, 1983).

Two

additional studies have reported an extensive listing of symptoms
only associated with depressed mood (Kudges, 1974; Inamdar,
Sicmcpculos, Osborn, & Bianchi, 1979).

Symptoms reported by

adolescents from clinical interviews that were associated with
depressive mood or a depressive disorder are presented in Table 3.
As seen in Table 3, the listing of depressive symptoms associated
with adolescent psychiatric patients resembles the listing of
symptoms generated by normal adolescents.

The symptoms which

occurred most frequently include: depressive mood; loss of interest;
loss of pleasure; self-depreciation; irritability; insomnia;
decreased appetite; aid fatigue.
Essentially, the symptoms which characterize depression have
been grouped into four categories: (a) emotional (e.g., dysphoric
mood, loneliness); (b) cognitive (e.g., low self-esteem); (c)
motivational (e.g., lethargy, decreased social engagement); d)
vegetative symptoms (e.g., sleep disturbance, somatic complaints,
decreased activity level) (Bede, 1972).

In summary, the research

findings indicate some similarity between the features of depression
in adolescents and adults while differences also occur.

Table 3
Symptoms Associated with Depressive Mood in Adolescent Psychiatric
Patients
Carlson
SvntDtom Items

& Cantwell

depressed mood

Inamdar Friedman
Hudcrens et al

et al

70

95

100

70

loss of interest

-

79

77

100

loneliness

-

-

53

-

unloved

-

-

53

-

apathy

-

-

90

-

loss of pleasure

67

-

83

100

suicide ideation

89

84

77

-

suicide acts

-

68

60

-

poor concentration

-

84

70

-

slowed thoughts

-

-

37

-

memory disturbance

-

53

30

-

self-depreciation

74

63

57

85

social withdrawal

-

-

63

-

irritability

-

42

33

50

48

-

73

-

-

-

57

-

insomnia

70

74

57

35

lost appetite

41

53

40

60

fatigue

67

58

30

-

-

-

7

-

37

-

-

50

poor school work
running away

decreased libido
somatic complaints
agitation

70
-

-

-

Anxiety
Anxiety disorders and symptoms of anxiety have not been studied
as extensively in comparison to depressive disorders and depressed
mood*

Much of what is known about anxiety and anxiety disorders is

an abstraction from findings with adults.

For example, two of the

more prominent models of anxiety have been applied to children and
adolescents with little modification or empirical evaluation
(Buechler & Izard, 1980; Lang, 1985).

Buedhler and Izard have

proposed that anxiety and fear are comprised of an interaction of
emotions, attribution style, and the particular situation.

Lang's

(1985) model of anxiety and fear also has been applied to childhood
and adolescence.

Lang (1985) has proposed that anxiety is composed

of an arousal dimension (e.g., increases in heart rate, blood
pressure, sweating, muscle tension etc.), an avoidance dimension
(e.g., escape, hypervigilance, deficits in performance, attention
and control) and a cognitive process dimension (e.g., fear, dread,
worry, guilt). The investigation of anxiety and fears risks
"adultcmorphism."
Typically, investigations of child and adolescent fears and
anxiety have interviewed the mothers concerning their child's
hypothesized subjective fears, althoufi£i isolated projects have
directly probed children's fears (lapouse & Monk, 1959; Werry &
Quay, 1971).

Results of these and other similar investigations have

consistently found that girls obtain higher frequencies of fear than
beys.

Although the number of fears appears to differ by gender, it

is unclear whether girls and beys experience different fears or
different levels of intensity. Additionally, there is a general

decline in the number of fears experienced in relation to
chronological age; however, the decline is not a linear progression,
but rather a local peak appears to occur between the ages of 9 to 11
(Angelino & Shedd, 1953).

Furthermore, several studies have

reported differences in the types of fears experienced which are
related to age.

Hie most consistent decline occurs for fears of

animals, darkness and imaginary creatures whereas social and school
fears increase with age (Lapouse & Monk, 1959; Holmes, 1936).
A different approach to the investigation of adolescent anxiety
has been adopted by Stattin and Magrrusson (1980).

They examined

fears of 15 year old's with the assumption that anxiety would be
situation specific.

Specifically, the adolescents were asked to

rate their reactions to 12 (e.g., punishment, threat of pain,
inanimate threat) imaginary situations over a six month period in
terms of the following characteristics; nervousness; worry;
insecurity; depression; pain; hand shaking; difficult swallowing;
increased heart rate; perspiration and stomach pain.

Their results

indicated that there was greater consistency with similar as opposed
to dissimilar situations.
In summary, phenomenologically derived features of depression
have been investigated more frequently and systematically than those
of anxiety and fears and there is little available data on the type,
frequency, and intensity of fears experienced in adolescence.
Although the aforementioned listing of features offers descriptive
information, the pattern of these behaviors has not been addressed.
Future studies are needed to investigate the pattern of anxious
behaviors.

Informant Sources
Achenbach and Edelbrock (1983) have repeatedly found two
broad-band factors of child and adolescent psychopathology, (i.e.,
internalizing and externalizing disorders). Depression and anxiety
have consistently teen characterized as internalizing disorders.
However, little research has been conducted to determine which
informant (s) provide the most useful information for purposes of
assessment or treatment planning.
Achehbach, McCtonaughy, and Howell (1987) conducted a meta
analysis of 119 studies to investigate cross-informant correlations
across ratings of parents, teachers, mental health workers,
observers, peers, and the youths themselves for a variety of broad
band factors.

Their results suggested significant but lew

correlations across all types of informants.

Regarding specific

informant combinations, the mean r across similar informant was .60
(i.e., pairs of parents), .28 across different informants (e.g.,
parents/teachers) and a mean r of .22 between the youths and other
informants.

In addition to the aforementioned findings, Achehbach

et al. (1987) found a number of novel findings.

First, the mean

correlation across informants was higher for pre-adolescents (i.e.,
6-11 year olds mean g - .51 versus r = .41 for 11-19 year olds) and
lower for internalizing (overoontrolled) problems (mean r = .32
versus r = .41) such as depression, anxiety, psychosomatic,
withdrawal, fearful, and inattentive/passive problems.

However, the

gender or clinical status (i.e., clinical versus nonclinical) of the
youth did not effect the magnitude of the correlations across
informants.

Achehbach et al. (1987) concluded that the higher

correlations for younger subjects and externalizing problems
"suggest they may be easier to judge and/or may be cnosssituationally more consistent than with adolescents and
ovencontnolled problems." (p. 227)
Achehbach and his associates suggested several implications of
their findings.

For instance, adolescent problems are not

effectively captivated by dichotcmcus decisions such as those used
in DSM Ill's diagnostic manual and that the youth serves as a vital
component of the assessment process once they reach an age of 10.
Additionally, Achenbach et al. suggested that norm referenced
assessment measures would aid in the accurate assessment of child
and adolescent problems across informants.

One limitation of the

Achenbach et al. study was their inability to examine narrow band
factors such as depression and anxiety, due to the small number of
studies.

The following discussion reviews several of the issues of

informant source as applied to internalizing (overcontrolled)
problems.
Generally, five different informants have been used to assess
depression, and in scare cases anxiety, with children and
adolescents.

The informant sources include: parent, teacher, peer,

professional and self-report.

It should be noted that self-report

and professional sources usually rely on the same informant (i.e.,
the child or adolescent). Results of these investigations have
consistently found low to modest convergence between parent,
teacher, peer, and self-report (Achehbach & EdelbrocJc, 1983; Moretti
et al., 1985; Reynolds, et al. 1986).

Other informants, such as

teachers and parents routinely over or underestimate the level and

severity of the youths symptomatology (Kazdin, Dawson, Unis, &
Rartcurello, 1983; Moretti, et al., 1985).

However, the mean r

between informants sharing the sane source (i.e., mental health
workers vs. self-report) was higher for depression, r = .43 (range
.19 to .82; N = 4).

Hie aforementioned findings are not surprising

because the various informants spend variable amounts of time with
the youths and observe the youths- in different situations
(situational specificity)•
Another factor is the nature of the behavior being observed.
Specifically, several of the primary components of both anxiety and
depression involve behaviors which are not readily observable to
teachers, parents and peers, i.e., worry, dysphoric mood.

Thus,

parents, teachers, peers and professionals must rely on the verbal
reports of the youth.

Whereas, the validity of child reports has

been subject to debate, this issue is less salient with adolescents
because of the increased level of cognitive skills and subsequent
verbal ability to communicate current emotional states and past
behaviors.
Several investigators have advocated self-report instruments
should be routinely used when assessing disorders where the
subjective experience of the youth are of importance (e.g.,
depression and anxiety; Reynolds, et al., 1986; Saylor, et
al. 1984).

Additionally, in line with the Behavioral Assessment

Grid (Gone, 1978) all three of the components: motor, cognitive and
physiological can be measured using self-report (Mash & Terdal,
1982).

Furthermore, a recent stud/ by Moretti et al. (1985) has

reported that self-ratings significantly distinguished between

various diagnostic groups whereas parent rating failed to
discriminate the disorders.

In summary, recent findings have

indicated that self-report instruments are a vital component of the
assessment process of internalizing disorders.

Hie following

section selectively reviews the psychometric characteristics of the
most widely used self-report instruments of depression and anxiety.
Psvchoroatricallv Derived Features
In contrast to the limited number of studies which have
utilized the phenomenological method to evaluate depression and
anxiety numerous studies have been conducted using psychometric
instruments.

Generally, the assessment of adolescent depression and

anxiety has advanced rapidly in the past 15 years with the greatest
advances occurring in the development and validation of self-report
scales.

This section selectively reviews the psychometric

characteristics (i.e., reliability, validity, normative data) of
self-ratings ccanmoniy used to assess depression and anxiety in
adolescents.
Depression Measures
Hie most widely used and validated self-report, inventories of
childhood and adolescent depression include: the Children's
Depression Inventory (GDI; Kbvacs & Beck, 1977), Beck Depression
Inventory (BDI; Beck et al., 1961), Reynolds Adolescent Depression
Scale (RADS; Reynolds, in press), Depression Self-Rating Scale
(DSRS; Birlescn, 1981), and the Center for Epidemiological Studies
of Childhood Depression (CES-DC; Weissman, et al. 1980).

Table 4

presents the general characteristics of the aforementioned
depression scales.

Toble A
Self-Report Instruments of Depression uatd with Children and Adolescents
CONTENT AREAS

RESPONSE
FORMAT

AGE
RANGE

SUBSCALES

RELIABILITY

VALIDITY

C0SMENTS

Children's
Depression Inventory
(COX)
Kovoca i Seek, 1977

27 items
choose
beat eentense

6-17
yeore

not oppltooble

Internol Conalateney
ronge .70-.69,
Teet-Reteat .91 two week, .7A-.77 three
weeks, .AS one month
.A1-.89 one yeor

The COX has been evaluated in numerous
validation studies. Concurrent validity
has been established with eociol skills,
dysphoric mood, problem solving, academic
achievement, overt behavior, anxiety,
stress, life events etc. Seme evidence
of convergent validity hoe been obtained
with parental report. Factor analyses
hove indicoted the COI is multidimensional
Additionally, the C01 has been able to
distinguish depreseed/nondepressed youths
and is sensitive to treatment effects.

Extensive normative date ore
available for the COX with school,
medlcol. Inpatient end outpatient
psychiatric populations. The COl
Is a downward extension of the 601
ond appears to be more appropriate
for children end early adolescents.
Recommend its use for research
purposes and os o screening device
for depression with young children.
Measure is available from author.

Beck Depression
Inventory (601)
Seek et ol.,
1961
I

31 items
choose
beat sentence

13yeors not oppllcoble
ond obove

Internol Conalateney
ronge .79-.90}
Teet-Reteet .69 over
9-doy period with
Inpatient youths,
.79 over 6«wh period

The BDI has been used extensively with
normal and psychiatric adolescents.
Concurrent validity has been obtained
with other depression measures, assertion,
dysphoric mood, anxiety, problem solving,
academic achievement, self-esteem, locus
of’control, life events ete. The 601 olso
Is able to distinguish depressed from
nondepressed adolescents ond Is sensitive
to treatment effeete fbr depression.

The GDI is one of the most widely
utilized measures of depression
in adolescents. Tentative screening
eut scores for depression hove
been established by Beck (1972).
However, normative data ere easily
accessible end are scattered ever
a number of inveetlgotions.
Recommend its continued use for
reseoreh ond os a screening devlee
for depression in adolescence.

Center for
Epidemiological
Studies or Childhood
Oeprestlon (CES-OC)
Velssmon et al.*
1660

30 items
k-pol«t
ecolet
none to
o lot

9 yeore

Reynolds Adolescent
Depression Scale
Reynolds, 1899

90 items
t-polnt
eeole

13-17
yeore
.

not oppllcoble

Internol Consistency
ronge .91-.96i
Split-half of ,91|
Test-Retest .60 over
6-wke, .79 over
9-months, .65 over ,
1-year

The RA0S hoe been extensively validated.
Concurrent validity has been established
with other depression measures, self
esteem, loneliness, anxiety, stressful
life events etc. Moreover, convergence
validity has been obtolned between the
RADS ond o seml-etructured Interview of
depression. Further, the RADS has been
shown to be sensitive to treatment
effects.

Extensive normative dote ore
available on the RA09 (n • 8006)
with adolescents. The RAD3, like
the 801 Is easy to administer end
eeore. Moreover, the RADS appears
to be a reliable ond volld measure
of depression. Recommended for
reseoreh and clinical use in the
schools.

Depression Self
Rating Seale
(0SRS)
Birleson, 1981

18 items
5-polnt
scole

6-13
years

not applicable

Internal Consistency
range .73-80, Split
half range .61-.67,
Test-Retest .80
duration unspecified

The DSRS has preliminary concurrent
validation with the CDI. Also,
convergent volldlty has been reported
with o semi-structured Interview of
depression. Additionally, the DSR3 has
some support for lte ability to
distinguish depressed ond nondepreesed
children.

Currently, little normative doto
is available on the 0SRS (n • 73).
Moreover, the DSRS ie in need of
additional reliability end volldlty
doto. As such, the use of the
DSRS is not recommended at this
time by school psychologists.

not applicable

ond above

Internol Conalateney
ronge .77-.08 with
inpotient youths*
Teet-Retest ronge
,13-.69 over a 2-wk
interval,

The CES-DC has been used infrequently
by researchers. Concurrent validity
is limited to o modest correlation with
the CD1 ond distinguishing children of
fhigh and low risk of depression. Also,
the CES-DC has obtained equivocal results
concerning its ability to distinguish
clinically depressed from nondepressed
youths.

Normative date on the CES-DC is
is currently locking. Also,
since the CES-DC hoe extremely
low test-retest rellobillty with
children it should be used with
extreme coution. Not recommended
for generol clinical use although
may be useful os o research tool.

The GDI is a 27 item self-rating scale which assesses the
severity of depression and was derived frcm the BDI (see Table 4).
Each item contains three sentences from which the child chooses an
alternative.

The GDI is appropriate for school age children and

yields a total score with higher scores indicating the presence of
higher levels of depressive symptomatology (Kbvacs, 1983).
The BDI is a 21 item rating scale which also yields a total
score ranging frcm 0-63, with higher scores indicative of the
presence of more depressive symptomatology.

The BDI items assess

the four components of depression identified by Beck (1972).

A

number of investigations have evaluated the psychometric properties
and validity of the BDI and found it to be a reliable and valid
assessment measure for depression in adolescents (Carey, Kelley,
Buss & Scott, in press; Stnofoer et al., 1981; Teri, 1982a; 1982b).
The RADS is a relatively new instrument which has been subjected to
rigorous empirical evaluation.

The RADS is a 30 item rating scale

which uses a four-point rating scale.

The items for the RADS were

drawn from symptoms of depression specified in DSM III for major
depression and dysthymic disorder and is appropriate only for
adolescents.

Higher scores are indicative of depression.

Additionally, the RADS has been administered to over 8000
adolescents in several countries and has extensive normative data.
The CES-DC is a 20 item scale which the author reports is
appropriate for children and adolescents.
reference to the past week.
only a handful of studies.

Each item is rated in

Currently, the CES-DC has been used in
A study by Faulstich, Carey, Gresham,

Ruggiero, and Enyart (1986) has indicated that the CES-DC is not

comprehensible to young children or children with limited cognitive
abilities.
The DSRS is an 18 item scale which also has been vised
sparingly.

The scale was intended for young children and early

adolescence, thus, the DSRS9s use with adolescent populations is
restricted by its recxmsnended age-range.
Reliability. As seen in Table 4, three of the five measures
(i.e., GDI, BDI, RADS) have been thoroughly evaluated in terms of
their reliability (i.e., internal consistency, temporal stability)
whereas the reliability of the CES-DC and DSRS has received minimal
attention.

The 031, BDI and RADS have demonstrated adequate levels

of internal consistency and temporal stability across clinical and
normal populations.

Moreover, the decrease in temporal stability

over longer tin® intervals is desirable because these measures are
primarily intended to measure severity of depressive behaviors.
Thus, the GDI, BDI and RADS are approximately equivalent with
respect to their reliability.

In contrast, the CES-DC and DSRS have

not demonstrated adequate reliability, thus limiting their validity
and utility.
Validity. An extensive literature has developed in recent
years examining the characteristics and correlates of depression in
childhood and adolescence.

Generally, the majority of the available

studies have focused on criterion-related validity of ore or two
characteristics or associated features of depression whereas several
have evaluated a number of discrete behaviors which characterize
depression in adolescence.

The following correlation finding have

been reported with adolescents: (a) increased depression is

associated with a poor bod/ image and decreased assertiveness (Teri,
1982a); (b) hopelessness (Topol & Reznikoff, 1982)? (c) depression
is associated with dysphoric mood (Tdkoloff & Lubin, 1983) ? (d)?
depression is related to increases in stressful life events (Johnson
& McCutchean, 1980)? (e) depression is related to an increase in
suicide risk (Hawton,, 1986? Topol & Rezrrikoff, 1982)? (f)
depression was associated with the presence of anxiety ((Seller, et
al., 1985) ? (g) depression is relate! to decreased academic
performance (Reynolds, 1985) and (h) depression is related to
increases in depressive automatic thoughts (Carey, 1985).
One study has examined the emotional aspects of depression
using the GDI (Blumberg & Izard, 1985).

Blumberg and Izard (1985)

observed that with 10 and 11 year old children anger was reported
most frequently whereas sadness ranked second (Blumberg & Izard,
1985).

Izard and Blumberg (1985) advocated one reason for the

reversal of the importance of sadness and anger may be due to
behavioral differences between children and adults.

Furthermore,

the BDI and RADS have demonstrated their sensitivity to treatment
effects.
Normative Data. Wide discrepancies exist between the five
measures in terms of the readily available normative comparison
groups.

lh@ measure with the best normative sample is the RADS

whereas the worst measure is the CES-DC.

in terms of the GDI and

BDI, both have frequently been used with adolescents, however, the
BDI has been favored over the GDI with late adolescents.

Moreover,

large representative samples have bean collected for the BDI across
the entire adolescent age-range whereas the GDI's normative data,

although extensive has been focused on younger children.
In summary, the BDI, GDI and RADS appear to be reliable and
valid measures of the severity of depressive symptoms.

However, for

adolescents, the BDI and RADS are favored over the GDI because they
have demonstrated treatment sensitivity and have more extensive
normative data with this age group.
Anxiety Measures
In contrast to the available assessment measures for childhood
and adolescent depression the assessment of anxiety is considerably
less advanced.

The most widely utilized self-report anxiety

measures include the Revised-Children's MAnifest Anxiety Scale
(RCMAS; Reynolds & Richmond, 1978), the State-Trait Anxiety
Inventory (STAI; Spielberger, 1980), General Anxiety Scale for
Children (GASC; Sarason, et al., 1960), Test Anxiety Scale for
Children (TASC; Sarason, et al., 1960).
The RCMAS is a 36 item self-rating scale which utilizes a
forced choice format (i.e., true-false). The RCMAS yields five
scores with four of scores being derived frcm factor analysis: total
RCMAS score, physiological factor score, worry/oversensitivity
factor score, concentration factor score, and a lie factor score.
The RCMAS is appropriate for ages 6-19 and has extensive
psychometric, validity and normative data (Reynolds, 1985).
The STAI is a 40 item self-rating scale of general anxiety.
The STAI assesses state and trait anxiety, each of which contains 20
items.

Higher scores indicate higher levels of general anxiety.

The STAI is appropriate for adolescents with a alternate form the
STAIC (Spielberger, 1974) available for children below the age of

13.

The S T M has been widely used in the United States and

canoss-culturally and has extensive data on its reliability,
validity, and a limited normative sample.

In contrast, the ST M C

has not been investigated as systematically as the STM.
The GASC is a 45 item instrument which has a restrict©!
age-range (grades 1-9).

The TASC is a 30 item scale which was

developed concurrently with the GASC.

As with the GASC limited

reliability, validity and normative data are currently available on
this instrument.
Reliability. Extensive internal consistency and test-retest
reliability are available for three of the anxiety scales; STAI,
RCMAS, STAIC, whereas little reliability data are currently reported
for the GASC and TASC.

As seen in Table 5, the STAI and RCMAS both

have demonstrated adequate levels of reliability (i.e, interned,
consistency, test-retest).
Validity. Validity data on the available measures of anxiety
has cone predominantly frcm investigations of their
criterion-related validity and construct validity (i.e., factor
analyses). However, fewer investigative findings are currently
available concerning anxiety in adolescence.

This appears to be

partially due to the inability to reliably diagnose specific child
and adolescent anxiety disorders using clinical interviews.
A study by Ollendick (1983) indicated that anxiety was
significantly related to the number of feared stimuli.

Carlson et

al. (1982) reparted, anxiety in childhood has been related to poor
school achievement, appetite, sleep disturbances, lack of energy,
and scmatic complaints (i.e., stomach complaints). In another
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study, Reynolds and Richmond (1985) reported that anxiety was
related to teacher's evaluations of children's behavior (i„e, acting
out, withdrawal, distractibility). A study by William Reynolds
(1985) has indicated that anxiety was related inversely to
self-esteem and academic self-concept in a sample of 1054
adolescents ages 12-14.

Other investigators have demonstrated that

dental and medical fears are related to heart rate Winer (1982).
Moreover, examination of anxiety in children and adolescents
has indicated that anxiety is different frcm anxiety in adults.
Specifically, Carlson, Cantwell and Stancher (1982) compared
depressed and anxious children between the ages of 7 and 17. Their
results indicated that no anxious children met DSM III criteria for
secondary depression whereas diagnosed anxious adults net criteria
for secondary depression.

However, the anxious children reported

anxious-like behaviors such as somatic complaints, appetite
disturbance and poor academic achievement.
A related study by Blumberg and Izard (1983) also examined the
characteristics of anxiety in children.

Results indicated that fear

and guilt were significant predictors of anxiety, however when the
variance accounted for by level of depression was partialed out
guilt was no longer a significant predictor of anxiety.

Drawing

frcm these preliminary data, fundamental differences are apparent
when comparing anxiety in children and adults.
Normative Data. Normative data is only available on three of
the five measures discussed: RCMAS, SIM, STMC.

However, the STAIC

is only appropriate for young children and early adolescents, thus
limiting it's utility.

Generally, the RCMAS has the most extensive

standardization sample.

In summary the STAI and R-CMAS are the two

most reliable and valid measures of anxiety with adolescents.
Differentiating Depression and Anxiety
Adults
In the past fifteen years the relation of anxiety and
depression in adults has been extensively studied.

Research

examining the similarities and differences have focused either on
discrete behaviors (e.g., sleep, biological indices, life events) or
on the inter-relations of unidimensional self and clinician rating
scales.
Behavioral Characteristics. Several investigations
have examined the relation of depression and anxiety in terms of
discrete behaviors.

For example, investigations have compared the

sleep patterns of primary depression versus primary anxiety
disorders with or without a secondary depression (Feiriberg, Gillin,
Carroll, Greden, & Zis, 1982; Gillin, Duncan, & Pettigrew, 1979;
Kupfer, Broudy, Coble, & Spiker, 1980; Sitaram, Jones, Fohl, &
Gershon, 1984).

Ihe main findings of these studies have suggested

that these disorders differ in terms of markers of sleep (e.g., EBG,
REM, stage shifts, sleep latency, awakenings).

Moreover, depression

and anxiety disorders appear to differ in terns of their sensitivity
to cholinergic sensitivity (e.g., Acetylcholine; Sitaram, et al.,
1984).
Other studies have shown that anxiety disorder patients without
significant levels of depression (BDI scores) exhibit fewer
vegetative symptoms (i.e., sleep disturbance, weight loss, appetite
loss) than a sample of patients with a depressive disorder rnatdhpd

an age and gender (Matthew, Swihart, Weinman, 1982).

Moreover, an

investigation by Finlay-Jones and Brown (1981) found that depression
was related to stressful life events which revolved around severe
loss whereas stressful life events associated with pure anxiety
involved events of severe danger.

Interestingly, individuals with a

mixture of depression and anxiety reported both loss and danger life
events.
Differential Treatment Effectiveness. Other researchers have
investigated the differential effectiveness of pharmacological and
behavioral treatments of panic disorder, agoraphobics and
obsessive-compulsive disorders with or without a secondary
depressive disorder (Foa & Foa, 1982? Foa, 1985).

Results of these

and other investigations have indicated that the cosnmaonly used
pharmacological treatments (i.e., tricyiics) for these anxiety
disorders appear only to be effective when the anxiety disorder has
a secondary depressive disorder (Foa, 1985).

Moreover, the

behavioral treatments appear only to be effective when the
obsessive-compulsive disorder does not have a masked or secondary
depression.

Additionally, a volumenous number of studies suggested

that certain pharmacological agents result in the reduction of
depressive but not anxious symptoms (see Breier, Chamey, &
Heninger, 1985).
Rating Scales. Consistently when anxiety and depression are
measured using unidimensional rating scales and employing univariate
data analyses, with no attempt to account for differential patterns
of behavior, these two constructs share 25-40% of the variance
regardless of the population sampled (Dobson, 1985? KLerman, 1977).

This has lead several researchers to hypothesize that depression and
anxiety should be collapsed into a single clinical entity (Dobson,
1985, KLerrnan, 1977).

Such an assertion appears to be premature

particularly after reviewing the aforementioned findings of
behavioral differences and differential treatment efficacy.
Specifically, those individuals who espouse that depression and
anxiety compose one clinical entity have approached a complex
problem from an overly simplistic approach (i.e, unidimansional
and/or univariate approach).
l^tidimensicmlHMhltivariate Approach. In contrast, when a
multidimensicnal-m&tivariate approach is undertaken differences are
observed between certain subgroups of depressive and anxiety
disorders.

A brief review of the methods of data analyses is

presented prior to discussion of the pertinent findings.
The investigation of anxiety and depression in normal and
clinical populations has employed four multivariate approaches:
discriminant analyses, factor analyses, MftNOVA, and cluster
analyses.

Each of the four approaches has its strengths and

weaknesses when applied to a taxcmetric problem.

For instance,

factor analyses allows the data to dictate the underlying structure
(i.e., covariations) of the variables of interest, however, it ailso
has the disadvantage of allowing a given individual to load on
several factors.

Discriminant analyses and MANOVA share the same

strengths and weaknesses.

The overriding weakness of these two

statistical procedures is that both require the investigator to a
priori define the taxons.

Thus, the utilization of these techniques

has usually been limited to evaluating known groups or they are

employed as a secondary analysis to either factor or cluster
analyses*

Finally, cluster analyses has the added advantage of

allowing data to dictate the covariations of the variables of
interest without having to a priori designate group membership.
Also, cluster analysis assigns a given subject to one and only one
cluster (i.e., grouping of cases based on a particular statisti c,
algorithm).
Mjltidimensional-MUltivariate Findings. Using MANOVA and
discriminant analyses, known group comparisons of K M III diagnosed
depressed and anxious patients have indicated that these a priori
groups differ with respect to individual items on self and clinician
ratings of depression and anxiety (Riskind & Beck, 1983? Sterr,
Beck, Riskind, & Brown, 1983? Prusoff, Conn, & KLerman, 1974).
Riskind and associates reported that individual items were used as
predictor variables because "many current assessment instruments
obscure unique families of symptoms that are specific to anxiety or
depression by containing items that are related to both
syndromes.98 (pp. 2).
Ihus, utilization of "total scores" may indicate a substantial
relation between the diagnostic simply because of the shared
endorsement of common items.

Although the author's logic appears

to be correct, such an approach often leaves the investigator with
to little statistical power.

An alternate approach would be too use

previously identified factor scores as opposed to individual item
scores or total scores.
Interestingly, a study by MUllaney (1984) evaluated the results
of forty studies published between 1934-1977 which employed

principal components analyses of variables (i.e., symptoms,
personality, illness features) of patients with affective
disorders.

Mullaney examined the plots of the first two unrotated

components reported in the studies.

Results clearly demonstrated

that the variables composed two well-separated clusters on variables
which clearly approximated traditional conceptions of depression and
anxiety.

Thus, Mullaney reported that the two orthagonal dimensions

appear to be invariant and also occur in anxious populations.
Therefore, the high inter-relations of depression and anxiety in
previous studies utilizing total scores may have been due to
assuming that each measure is unidimensicnal and not accounting for
these two orthagonal factors.

Furthermore, the Mullaney study also

reported that less ill populations had a more acute angle whereas
more ill patients had an obtuse angle.

Although this later finding

is interesting the author was unable to plot individuals scores on
the two derived factors, thus future studies are needed for
clarification.
Studies also have employed cluster analyses (Everitt, Gourlay,
& Kandell, 1971; PayIcel, 1971).

Results of these studies generally

support the application of cluster analyses to the differentiation
of depression and anxiety.

Moreover, with the inproved clustering

algorithms and extraction criteria the utility of such techniques
may be enhanced.
In summary, these data suggest the clinically significant
differences are present between depression and certain anxiety
disorders in adults.

Furthermore, these differences may increased

our ability to identify differential prognostic courses; etiology;

primary prevention and the development of treatments of greater
specificity and effectiveness.
Children and Adolescents
Currently, few empirical investigations have examined the
relation between depression and anxiety in children and adolescents
as opposed to their relationship in adults.

A study by Weissman et

al. (1984) examines the relation of anxiety and depressive disorders
in youths (aged 6-17) of profoands with major depression, whom
concurrently had the presence or absence of a secondary anxiety
disorder, to a matched control group.

Weissman et al. 's findings

suggested that youths from probands with depression resulted in a
increased risk of depression occurring in the youths.

An added risk

of depression and anxiety occurring in the youth was observed when
the proband had a MX) and a concurrent panic disorder or
agoraphobia.

Furthermore, parents who were diagnosed as exhibiting

a panic disorder resulted in a threefold increased risk of
separation anxiety.

Thus, Weissman's and associates results provide

preliminary findings supporting the utility of the concurrent
diagnosis of anxiety and depressive disorders.

It is noteworthy

that Weissman et al's (1984) results which suggested a relation
between panic disorder and the development of separation anxiety has
been confirmed and extended to agoraphobia and school refusal
(Gittelman & Klein, 1985).
Another study by Kolvin, Barney, and Bhate (1984) examined the
relation between school phobia and depression in a sample of 51
youths aged 9-14 years.

All patients were interviewed repeatedly on

a monthly basis for 12 weeks.

Kolvin et al. were particularly

interested in determining whether the school phobics could be
subdivided on the basis of depression being present or absence.

Of

an initial pool of 21 behaviors tracked in the clinical interview 10
significantly distinguished school phobics with or without
depression.

The distinguishing items included: depressed mood;

tearfulness; suicidal ideation; insomnia; night waking;
irritability; somatic complaints; nausea; appetite problems; panic
attacks; aggression and avoidant behavior.
Subsequently Kolvin et al. employed discriminant analyses in
coxier to determine which combination of the ten behaviors listed
above yielded the highest sensitivity, specificity and the lowest
number of mis-classifications. Results indicated that endorsement
of six or more items yielded the best return.

Specifically, only

14% were mis-classified while the obtained sensitivity and
specificity were 100% and 80% respectively.

These results, although

preliminary, further support the contention that depression and
anxiety disorders can be distinguished and have prognostic utility.
Several investigations also have examined the relation of
depression and anxiety using psychometric instruments. Norvell et
al. (1985) examined the relation between depression and anxiety in a
sample of 30 hospitalized children with a mean age of 11.6 years.
All subjects were administered the STAIC, ROSAS and the GDI.

Of the

sample 30% had a diagnosis of dysthymic disorder and 7% overanxious
disorder.

Results indicated that the measures were significantly

inter-correlated (range r .46-.70) with no evidence of a response
set, according to scores on the Lie scale of the ROMAS.

Further,

stepwise regression analyses were conducted to predict 0)1 scores.

CDI scores were optimally predicted when the physiological and
concentration factor scores of the
regression equation.

were included in the

The regression equation accounted for 58.9

percent of the variance.

However, because the regression equation

was not cross-validated, shrinkage in the amount of variance
accounted for would be expected.

Thus, the Norvell et al. study

appears to present a complex inter-relation of depression and
anxiety in youths.
Similarly, Eason, Finch, Brastad, and Saylor (1985) examined
the relation of anxiety and depression in 42 hospitalized youths
aged 7-14.

All patients were administered the CDI, RCMAS, STAIC as

well as rated on interview scales of depression and anxiety
developed for the stud/.

High inter-rater reliability was reported

on the interview scales.

The results indicated that CDI scores

shared 25-36 percent of the variance with the self-ratings of
anxiety and 25-28 percent with interview rating scales of anxiety.
Interestingly the anxiety and depression interview scales were
significantly related only to the state self-rating scale.
Reynolds (1985) also examined the relation of depression and
anxiety in a normal adolescent population using the BDI, RADS and
RCMAS.

Reynolds findings again suggested that the depression and

anxiety scales total scores shared a significant amount of variance
(50%).

As with the Norvell et al. and the Kolvin et al. studies,

the relation of anxiety and depression was evaluated from a
unidimensianal perspective which ignores an individual's pattern of
behavior.

Additionally, the Norvell et al and Eason et al. studies

both had small sample sizes.

In contrast, Blumberg and Izard (1983) conducted an
investigation of the affective and cognitive components of
depression and anxiety in children aged 10-11 from a
multidimensional perspective.

Hie ST&IC, CDI and the Differential

Emotions Scale (DES) were administered to the youths.

Hie EES is a

listing of ten fundamental emotions: joy, surprise, sadness, anger,
disgust, contempt, fear, shame, shyness, guilt and self-directed
hostility.

Results indicated that sadness self-directed hostility

and anger were the best predictors of depression as measured by the
CDI with STAIC scores partialled out whereas, fear, guilt, sadness
and shame were the best predictors of anxiety as measured by the
STAIC with GDI scores partialled cut.

It is noteworthy that sadness

was the only emotion shared by the two disorders.

Thus, these

results support the notion that the emotional states of depression
and anxiety can be differentiated on the basis of the patterns of
emotions.

As such, it can be hypothesized that similar findings may

occur with adolescents.
General Issues
Based on all available data, it appears that anxiety/phobias
and depression due occur in adolescents.

However, the particular

characteristics of depression and anxiety appear to overlap as well
as containing distinct features.

As such, the relation between

anxiety and depression in childhood and adolescents appears to be
complex.

For instance, research on the overlapping symptomatology

with adults has suggested that the distinction of anxiety and
depression has important implications for the selection of
appropriate interventions and appears to have sane merit with

respect to Identifying children and adolescents at risk for either
the development of clinically significant episodes of depression,
anxiety or both.
The continued investigation of the delineation of anxiety and
depression in children, adolescents and adults may provide
information which may facilitate primary prevention of these
disorders or the development of more effective interventions.
Moreover, the increasing rate of suicide in adolescents and the
association between depression and parasuicide has been a catalyst
for the continued investigation of depression and anxiety with the
aspiration of gaining a clearer understanding of the antecedents and
associated behaviors of these two inter-related multidimensional
disorders.
As stated earlier, the exact composition of oovarying behaviors
which comprise these disorders has not teen evaluated adequately.
Additionally, the available taxonomies of depressive and anxiety
disorders in adolescence (i.e., DSM III, GAP) suffer either from
''adultcmorphism" or have been determined from clinical lore as
opposed to being empirically derived.

Moreover, such taxonomies are

notoriously unreliable and thus limit their clinical utility and
inhibit the refinement of our understanding of childhood
psychopathology by not providing a system under Which research
findings can be communicated parsimoniously.
Therefore, multivariate approaches to the delineation of child
and adolescent disorders (i.e., response classes) offer a premising
alternative.

However, caution must be exercised so as not to repeat

the mistakes which permeate the adult psychopathology literature:

(a) emphasis an unidimensianal- univariate approaches; (b)
inapprcpriately applied statistical techniques; (c) adoption of
total scores composed of similar items as opposed to factor scores;
(d) utilization of an inappropriate informant for internalizing
response classes; and (e) employment of assessment instruments with
dubious reliability and validity.

Purpose of the Investigation
The purpose of the present investigation was to examine the
construct validity (similarities and differences) of the response
classes of depression and anxiety in adolescents.
employed a series of analyses.

The present study

Initially, the psychometric

properties of the independent and dependent measures were evaluated
in terms of internal consistency, test-retest reliability, and
homogeneity.

Next, a series or correlational analyses were

conducted to examine the criterion-related validity of the measures
of depression, anxiety and associated features.
One of the two major planned analyses was a 2 (Gender) X 4
(Traits) fixed effects MANC3VA using an extreme groups approach.
Four assessment instruments (i.e., RADS, BDI, R-CMAS, STAI), were
utilized in the formation of the four a priori "traits" and
therefore, are referred to as independent variable measures.
Additionally, eleven scales/subscales (i.e., NLEC, PIEC, ESSCR, EES,
UEES, CDACL, ATQ, PIS, CAES, SSRS, STAI-State form) were examined in
the MANOVA analysis for similarities and differences across the four
"traits".
variables.

These eleven measures were considered dependent
The "traits" were formed in a two-stage process on the

basis of extreme scores from the independent variable measures.

The

MANOVA design was later revised to a 2 (Gender) X 2 (Traits) fixed
effects design, because two of the traits had zero cell sizes.
The second major analysis, cluster analyses, was conducted to
further evaluate the similarities and differences of the constructs
of depression and anxiety.

The cluster analyses were conducted

using the factor-derived subscale scores of the independent variable
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measures.

Cluster analyses were conducted to identify groupings of

individuals with similar profiles on the independent variable
measures, dependent variable measures, and demographic variables.

Hypotheses
The following hypotheses were tested in the current study:
Hypothesis 1: Reliability
A.

All measures will demonstrate adequate levels of internal

consistency (r > .80).
B.

Test-retest reliability for those measures (Automatic

Thoughts Questionnaire, Hopelessness Scale, Social Skills Rating
Scale, Adolescent Activity Checklist, Fear Survey Schedule for
Children-Revised, Checklist of Adolescent Problem Situations) which
have not previously demonstrated temporal stability will demonstrate
adequate test-retest reliability over a one week period.
C.

All measures will demonstrate adequate levels of homogeneity

(median item-total correlation > .20).
Hypothesis 2: Criterion-Related Validity
Hie eleven dependent measures will significantly correlate with
the four independent measures.

Also, assuming a significant MANOVA,

the Type 1 protected ANOVAs, using Bonferroni8s procedure (p <
.005), comparing the constructs (depression; D, anxiety; A,
depression and anxiety present; D & A, depression and anxiety
absent; ND & HA) with the following response classes will be
statistically significant and in the predicted direction.
A. Scores on the Children's Fear Survey Schedule-Revised will be
highest in the anxiety group followed by the following groups in
descending order: anxiety and depression present, depression present
and anxiety and depression absent groups ( A > A & D > D > N A & ND).
B. Subject's scores on the Hopelessness Scale will be highest in
the depression group, followed by the anxiety and depression
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present, anxiety present, and depression and anxiety absent groups
(D>A&D>A>NA&ND).
C. Subject's scores on the Automatic thoughts Questionnaire will
be highest in the depression present group followed by the
depression and anxiety present, anxiety present, and the depression
and anxiety absent groups ( D > D & A > A > N D & NA).
D. Subjects's scores on the Adolescent Activity Chedklist
Pleasant Activities will be highest in the depression and anxiety
absent group, followed by the anxiety, depression and anxiety
present, and the depression group (ND & N A > A > D & A > D ) .
E. Subject's scores on the Adolescent Activity Checklist
Unpleasant subscale will be highest in the depression present group
followed by the depression and anxiety present, anxiety present, and
the depression and anxiety absent groups ( D > D & A > A > N D & NA).
F. Subject's scores on the Negative Life Events Checklist scale
will be highest in the anxiety present, followed by the depression
and anxiety present, depression present and the depression and
anxiety absent groups ( A > D & A > D > N D & NA).
G. Subject's scores on the Positive Life Events Checklist scale
will be highest in the depression and anxiety absent group followed
by anxiety present, depression and anxiety present, depression
present (ND & N A > A > D & A > D ) .
H. Subject's scores on the Depression Adjective Checklist will
be highest in the depression present group, followed by the
depression and anxiety present, anxiety, and depression and anxiety
absent groups ( D > D & A > A > N D & NA).

I.

Subject's scores on the Checklist of Adolescent Problem

Situations-Parent subscale will be highest in the depression and
anxiety present group, followed by the depression present, anxiety
present, and the depression and anxiety absent groups (D & A > D > A
> ND & NA).
J. Scores on the Social Skills Rating Scale will be hicgiest in
the depression and anxiety absent group, followed by the anxiety
present, depression and anxiety present, and the depression present
groups (ND & N A > A > D > D & A ) .
K. Subject's scores on the State Anxiety Inventory will be
highest in the anxiety present, followed by the depression and
anxiety present, depression present and the depression and anxiety
absent groups ( A > D & A > D > N D & NA).
Hypothesis 3: Cluster Model
A. The cluster analyses will yield clusters representing various
levels of each of the following four "traits": depression present,
depression and anxiety present, anxiety present, depression and
anxiety absent). The cluster with the largest number of
observations will be a cluster which most closely approximates
depression and anxiety absent, followed by clusters which
approximate the depression and anxiety present, anxiety present, and
depression present.

METHOD
Subjects
The subjects were 412 children and adolescents from grades 6
through 12.

The majority of participants were from a public school

located in a major southern city (N ~ 401), whereas, the remainder
were from a local inpatient psychiatric hospital (N = 11 ).

The

average age of all 412 participants was 13.98 (SD = 2.13; range
11-18).

Both genders were equally represented (49.9% males, 49.2%

females). concerning ethnic background, 85.2% were Caucasian (N =
352), 13.3 percent were Black (N = 55), and the remaining 1.5% were
from other ethnic groups (N = 6).

Approximately 60 subjects were

recruited from each grade [6 (N = 57), 7 (N = 58), 8 (N = 59), 9 (N
= 74), 10 (N = 54), 11 (N = 55), and 12 (N = 56) ]. Hollingshead
two-factor index of SES indicated that the majority of subjects were
from upper (45.9%) or middle (40.8%) SES family's with a small
percentage from a low (5.6%) SES backgrounds.
Instrumentation
To insure that a representative sample of depressive and anxious
behaviors were assessed, two depression (Beck Depression Inventory,
Reynold's Adolescent Depression Schedule) and two anxiety measures
(Revised-Children's Manifest Anxiety Scale, Spielberger State-Trait
Anxiety Inventory) were employed.

To examine the similarities and

differences of subjects exhibiting high or low levels of anxiety or
depression, nine measures of response classes that have been
hypothesized to be related to depression and/or anxiety were
concurrently administered (life Events Checklist, Fear Survey
Schedule for Children-Revised, Adolescent Activity Checklist,
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Children's Depressive Adjective Checklist, Automatic Thoughts
Questionnaire, Hopelessness Scale, Social Skills Rating Scale,
Spielberger's State Anxiety Inventory, and Checklist of Adolescent
Problem Situations-Parent Subscale).
Independent Variables
The formation of the four "traits" (i.e., depression present,
anxiety present, depression and anxiety present, and depression and
anxiety absent) for the MANOVA analysis was accomplished by using
extreme scores (upper or lower quartiles) on the EDI, RADS, RCMAS,
and STAI.

These four assessment instruments will be referred to as

independent variable measures.
Beck Depression Inventory (EDI). The BDI (Beck et al., 1961) is
a 21-item self-report symptom scale developed to assess severity of
depressive symptoms of adults and adolescents (see Appendix A). To
facilitate the cooperation of the school systems, the item
concerning sexual behavior (i.e., item number 21) has been
eliminated.

Each item is rated on a four-point scale with higher

total scores indicating more severe depressive symptomatology.

Mean

scores on the BDI in normal adolescent populations have ranged from
7.46 to 9.64 (Carey et ail., 1986; Teri, 1982).

Bede (1978) offered

the following interpretive guidelines for the BDI; 0-9 = normal
range; 10-15 = mild depression; 16-19 = mild-moderate depression;
20-29 = moderate-severe depression; 30-63 = severe depression.
The BDI has been utilized in a number of investigations with
adolescents (Carey, Kelley, Bass & Scott, 1986; Griffin & Siegel,
1983; Kaplan, Hong, & Weinhold, 1984;

Teri, 1982).

Studies of the

reliability of the BDI have demonstrated that it has moderate

internal consistency (ranging .85-.89), homogeneity (average
item-total correlations r = .35-.40)., and test-retest reliability
(six weeks; r = .75).

Criterion-related validity has been

demonstrated with other self-rated behaviors (e.g., assertion, body
image, self-esteem, suicide) and interview rating scales of
depression.
Reynold's Adolescent Depression Scale (RADS^. The RADS
(Reynolds, in press) is a 30 item self-rated depression scale with a
four-point rating scale that was specifically designed to assess
symptomatology of adolescent depression in school and clinical
settings (see Appendix B: Note the RADS has teen copyrighted by
Psychological Assessment Resources and is being used with special
permission contingent on the candidate's agreement not to allow
dissemination or duplication of the RADS for purposes other than the
conduct of the proposed dissertation). Higher scores are indicative
of depression.

Ihe RADS has been administered to over 8000

adolescents since 1981.

Ihe items were derived from the

symptomatology of depression specified in DSM-III and Carlson and
Strober (1979) for major depression and dysthymic disorder.
Ihe RADS has excellent reliability and validity (Psychological
Assessment Resources, Inc., in press). Internal consistency
estimates, using coefficient alpha, have been high (rs = .92-.96)
with depressed and normal samples.

Also, test-retest reliability

coefficients have ranged from .84 for a six-week interval to .81
over a 12-week interval.

The validity of the RADS has been

evaluated in a number of investigations examining the RADS
concurrent and predictive validity (Reynolds, in press). The RADS

has been administered cx>ncurrently with other depression measures
and is sensitive to changes of treatment outcome of depressed
adolescents (Reynolds, 1985; Reynolds & Goats, in press). Extensive
normative data are also available by grade and sex with a suggested
cut score of 77.
Revised-Children1s Manifest Anxiety Scale (RCMAS). The RCMAS
(Reynolds & Richmond, 1978; see Appendix C) is a 37 item self-rating
scale of anxiety using a true-false rating format.
be obtained from the RCMAS.

Five scores can

Four of the scaled scores are based on

the results of a factor analysis of 4972 children aged 6-19 by
Reynolds and Paget (1981); physiological; worry/over-sensitivity;
concentration; and a lie scale.

A total anxiety score also can be

obtained by summing the scores of the three anxiety factor scores.
The total general anxiety score was used in the present
investigation and will be referred to as the RCMAS.
The RCMAS appears to be a reliable and valid measure of
generalized anxiety.

Specifically, the RCMAS has acceptable levels

of internal consistency (e.g., ranging from .79-.85) and test-retest
reliability (e.g., 3-week, r = .90's; 9-month, r =.68;
1981; Reynolds & Richmond, 1978).

Reynolds,

Concurrent validity of the RCMAS

has been investigated by correlating the RCMAS with other
self-report measures (e.g., trait-anxiety scale, aggression,
self-esteem; Carey, 1985; Reynolds, 1980).

Extensive normative data

are available on a sample of 4972 children from 13 states by age,
sex, and race (Reynolds, 1983).

Reynolds (1983) has suggested that

clinicians and researchers use a cut score one standard deviation
above the mean for the appropriate norm group.

State-Trait Anxiety Inventory Form Y (STAID ♦ The STAI
(Spielberger, 1980, see Appendix D) is a 40 item self-rating of
general anxiety.

Hie STAI has a trait and a state version, each of

which contains 20 items.

Hie Trait anxiety scale was used as a

independent measure, whereas the State Anxiety scale was employed as
a dependent measure.

Higher scores are indicative of higher levels

of ejqperienced trait or state anxiety.

Hie STAI has been used

widely and has been investigated thoroughly.
Hie STAI has high internal consistency (ranging .86-.94),
homogeneity (item-total correlations median r = .55), and
test-retest reliability (1-month, ranging r = .71-.75, 2-month,
ranging r = .65-. 68) with high school students.

Validity for the

STAI has been examined by evaluating its relation to test anxiety
and academic achievement.

Currently, normative data on a sample of

424 high school students is available; however, no cut scores have
been established (Spielberger, 1974).
Dependent Variable Measures
In terns of the MANOVA analysis, the following nine assessment
measures were used to evaluate the similarities and differences of
the four "traits".

These measures will be referenced as dependent

variable measures.
Life Events Checklist flEC). Hie LEG (Johnson & McCutcheon,
1980; see Appendix E) is 46 item checklist (plus four spaces for
additional events) of stressful events designed for adolescents.
Subjects are asked? (a) to indicate which events have occurred in
the last 12-months; (b) whether the events were experienced as good
or bad; (c) the degree of impact (positive or negative) that the

event has had on respondents life.

Impact rating are rated on

4-point scales 0 = no effect; 1 = seme effect; 2 = moderate effect;
and 3 = great effect.

Five scores can be obtained from the IEC:

positive change score (sunt of positive impact ratings); negative
change score (sum of negative inpact scores); frequency of positive
major life events; frequency of negative major life events; and raw
frequency of major life events.

The frequency of positive and

negative major life events scores were used in all analyses.
Test-retest reliability has been obtained on a sample of 50
adolescents aged 13-17 over a two week period.

The reliability

coefficient was r = .69 for positive change score and r = .72 for
negative change score (Johnson & McCutchean, 1980).

Concurrent

validity has been evaluated in several investigations with various
adolescent populations (Gad & Johnson, in press; Smith, Treadwell &
O ’Grady, 1983; Wenet, 1979).

Preliminary normative data are based

on a sample of 213 adolescents.

As seen in Appendix E, the IEC

contains several items on the subject's sexuality (i.e., male:
girlfriend getting pregnant, female: getting pregnant, male:
girlfriend having abortion, female: having abortion). Johnson
(personal ccmmunication; Sept, 1985) recommended items assessing
sexual behavior be removed when conducting research in the school
systems to increase school participation.

As was done with the BDI,

items on sexual content were removed.
Fear Survey Schedule for Children Revised fFSSCR). The ESSCR
(Ollendick, 1983; see Appendix F) is a revision of the 1968 Schrer
and Nakamur Fear Survey Schedule for Children (FSSC). As stated by
Ollendick (1983), the ESSC "was revised in order to develop a

response format that took into consideration developmental and
cognitive limitations of young children as well as mentally retarded
and psychiatrically-impaired children.” (p. 685)

The FSSCR assesses

situation-specific fears, as cc&ipaned to the general "Trait" and
"State" anxiety measured by the STAI.
The reliability of the FSSCR has been evaluated in terns of
internal consistency (r = .92-.94) and test-retest reliability
(1-week, 3-month) in taro samples of children between the ages of 8
and 11 years of age.

Test-retest reliability was examined by

conducting a Tine and Sex X Time ANOVA.

Results indicated no

significant differences for Time or Sex X Tin© interactions
indicating the stability of FSSCR scores.

Concurrent and construct

validity of the FSSCR has been evaluated in taro samples of 8-12 year
old normal children and a sample of visually-impaired and
normally-sifted youths between the ages of 10-18 (Ollendick, 1983,
Ollendick, Matson & Helsel, 1985).

Moreover, factor analyses have

indicated that the FSSCR has five factors similar to factors
obtained from other studies.

Due to the length of the FSSCR and the

number of measures being administered, the 40-items with the highest
factor loadings on each of the five factors were used in the present
study.
Adolescent Activity Checklist (AAC). The AAC (Carey, et al.,
1986? see Appendix G) is a 100 item checklist that contains 50
pleasant and 50 unpleasant activities, generated by adolescents and
professionals.

On the general purpose AAC form, subjects report the

frequency of occurrence of pleasant and unpleasant events within the
last taro weeks.

Two subscale scores are obtained by summing the

frequency of pleasant (EES) and unpleasant (UEES) activities.

These

two subscales, EES and UEES, were used in all analyses.
The reliability of the AAC is limited to estimates of internal
consistency and item-total correlations from two studies (Carey, et
al., 1986; Cole, Kelley, & Carey, 1987).

Initial criterion-related

validity has been evaluated by examining the relation between BDI
scores and AAC scores in a sample of 145 adolescents (r = .30
-.45: Carey et al, in press). A study by Cole et al. provided
normative data from a sample of over 650 adolescents in grades 7
through 12 and replicated the findings of the Carey et al. study.
Children’s Depression Adjective Check Lists (CDACL). The CDACL
(Brewer & Inbin, 1983; see Appendix H) is a refinement of the most
widely used adult Depression Adjective Checklists (i.e., forms A-G;
Inbin, 1981) which assesses depressive mood in adolescents.
CDACL has two alternate forms (i.e., forms H, I).

The

The internal

consistency, split-half, and alternate form reliability of the CDACL
has been evaluated in a sample of emotionally disturbed adolescents
and a sample of normal children and adolescents.

Results indicate

the CDACL has high internal consistency (range r = .92-.94),
split-half (range r = .85-. 90), and alternate form reliability
(range r = .92-.95) and as expected, low test-retest reliability
(range r = .24-.29).

Concurrent validity of the CDACL has been

examined in relation to BDI scores (Carey, 1985; Sdkoloff & Dubin,
1983), hopelessness, depressive thoughts (Carey, 1985) and anxiety
(Cavell, Blandhard-Fields, Godeaux, & Hutchinson, 1985).
Automatic Thoughts Questionnaire (ATO). The ATQ (HoiIon &
Kendall, 1980; see Appendix I) is a 30 item self-report instrument,

originally devised to assess the frequency of automatic negative
self statements associated with depression in adults.

The ATQ also

has been employed with adolescents (Carey & Gresham,
1985).

Construction of the scale relied on the responses of male

and female undergraduate's recall of self statements associated with
dysphoric experiences.

A sample of 100 representative self

statements were selected and administered to another sample of
undergraduates along with the BDI and MMPI D scale.

Thirty items

which discriminated psychometrically defined groups of depressed and
nondepressed students were retained as the ATQ and were cross
validated on a third sample of undergraduates.
The ATQ has excellent psychometric properties with adults (i.e.,
test-retest reliability and internal consistency). Currently,
several articles have reported concurrent and predictive validity,
as well as the specificity, of the ATQ when used with adults
(Harrell & Ryan, 1983; Hollan & Kendall, 1980; 1986).
The ATQ also has been used with clinical and mnclinical
adolescents (Carey & Gresham, 1985).

Preliminary results have

indicated that the ATQ has high internal consistency in clinical
(alpha = .95), nonclinical samples of adolescents (alpha = .97), and
a high degree of homogeneity in clinical (median item-total
correlation = .54), nonclinical adolescents (median item-total
correlation = .55).

Future studies are needed to examine the ATQ's

test-retest reliability.

Initial concurrent validation of the ATQ

stems from its moderate correlation with the BDI in clinical
subjects (r = .69, p < .0001) and nonclinical adolescents (r = .72,

p < .0001).

Hopelessness Scale (HS). The HS (Beck, Weissman, Lester, &
Trexler, 1974; see Appendix J) is a 20 item true-false format
self-report instrument intended to quantify hopelessness/suicide
risk in diverse populations of adults which has recently been
utilized with adolescents (Carey & Gresham, 1985).

The 20 items

were drawn from two sources; (a) nine items were selected from
a test of attitudes of the future; and (b) eleven items were drawn
from a sample of pessimistic statements from psychiatric patients.
The internal consistency and homogeneity of the HS has been
evaluated in a sample of clinical and nonclinical adolescents (Carey
& Gresham, 1985).

Initial findings have suggested the HS has

adequate internal consistency and homogeneity (item-total
correlation) in clinical (alpha = .88; r = .32) aid nonclinical
(alpha = .80; r = 28) adolescents.

Future studies are needed to

assess the HS’s temporal stability. The HS correlates moderately
with the BDI in clinical (r = .63, p < .0005) and nonclinical (r =
.57, p < .0005) adolescents.

Furthermore, the HS has been shown to

distinguish adolescents who parasuicided from a psychiatric
ocmparisan group (Topol & Reznikoff, 1982).
Checklist of Adolescent Problem Situations (CAPS. Parent
Subscale). The CAPS (Cavell & Kelley, 1985; see Appendix K) is a
155 item checklist of problematic situations which is currently
being developed using the Goldfried and DeZurillo (1969) behavioral
analytic model (Cavell & Kelley, 1986).

The Parent subscale of the

CAPS is one of nine scales derived through principal component
analyses of frequency rating of 155 problem situations.

These

situations were generated by 271 adolescents from the 7th, 9th, and

11th grades.

Principal component analyses of the 155 items were

conducted an frequency ratings generated by a separate sample of 604
adolescents using a varimax rotation. Criteria for factor extraction
were as follows; (a) eigenvalue greater than or equal to one; (b)
minimum of three items with factor loadings at .35 or greater; (c)
simple structure (Harman, 1976).
Although other measures of parent-adolescent conflict are
available, the Parent subscale of the CAPS was selected for
inclusion in this investigation due to the methological rigor
attended to its development and its content validity.

The Parent

subscale is composed of 20 items revolving around problematic
interactions between the adolescent and their parents.
subscale has high internal consistency

(r = .92).

The Parent

Higher scores on

the C&PS-Parent subscale indicate the increased occurrence of
problematic situations between the adolescent and parent.

The mean

Parent subscale score is 51.55 with a standard deviation of 18.27.
A recent investigation has yielded significant grade differences on
the Parent subscale with 7th graders reporting higher frequencies of
problematic situations than 9th or 11th graders (Cavell, Kelley, &
Buss, 1985).

Although the CAPS is still in the early stages of

development, it appears to be a promising measure quantifying
adolescent problematic situations.
Social Skills Rating Scale (SSRS). The SSRS (Gresham & Elliott,
1985; see Appendix L) is a 70 item social skills assessment measure.
Three forms of the scale have been developed to facilitate crossinformant comparisons (i.e., teacher, self, peer) and for two
different age groups (i.e., children and adolescents). Items are

organized within each of six factor-derived areas (i.e., Academic
Performance, Social Initiation, Cooperation, and Peer Reinforcement,
Social Desirability, Lie Scale; Gresham & Elliott, 1985).

To date

the teacher version of the SSRS has been validated extensively
(Clark, Gresham, & Elliott, 1985; Gresham, Elliott, & Black, 1987a;
Gresham, Elliott, & Black, 1987b). Moreover, all forms of the SSRS
are currently being standardized with a national standardization
sample.
Procedure
To obtain the 412 subjects used in this stud/, approximately 20
classrooms were sampled.

These classrooms were drawn from grades 6,

7, 8, 9, 10, 11, and 12.

Following completion of an informed

consent form (see Appendix M), and a demographic cover sheet (see
Appendix N), the independent and dependent measures were
administered concurrently by trained research assistants within the
classrooms.

The measures were administered to the participants on

two consecutive days in the students classroom.

One depression

(RADS) and anxiety (RCMAS) measure was administered along with four
or five dependent measures on the first administration, whereas the
remaining measures were completed the next day.

The RADS and RCMAS

were chosen to be administered first, as they have received the most
extensive empirical evaluation and have large normative samples
available.

The measures were presented in a random order at each

administration.

RESULTS
Data Analyses
Secondary Analyses. A series of secondary analyses were
conducted to determine the psychometric properties and relations
between all measures used in the present investigation prior to
proceeding with the two primary analyses.

First, chi-square

analyses were conduct©! to evaluate whether the sample under- or
over-represented a particular demographic group.

Then descriptive

statistics ware calculated for each independent and dependent
measure.

The reliability of each measure was assessed by examining

the internal consistency and homogeneity of each measure as well as
the test-retest reliability over a one-week time period for those
measures which previously have rot demonstrated temporal stability
(i.e., ATQ, SSRS, CAPS, EES, UFES, HS, FSSCR). Criterion-related
validity of the independent and dependent measures were evaluated
through correlation analyses.

Finally, the construct validity of

the response classes of anxiety and depression were evaluated via
the two primary analyses.
Primary Analyses,

originally, the first primary analysis was a

2 (Gender) X 4 (Trait) fixed effects MANOVA analysis using an
extreme groups approach.

Of particular interest was the main

effects for Trait and Gender and the interaction of Gender X Trait.
The four "traits" were formed psychcmetrically using a
two-stage process.

Initially, individuals were categorized as

exhibiting high (upper 25%) or lew (lower 25%) levels of endorsed
depressive and anxious symptomatology on the basis of scores
obtained on the RADS and RCMAS from the first battery of measures
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(Anastassi, 1982).

Furthermore, subjects were required to maintain

similar levels of depressive and anxiety on the basis of scores
obtained on the EDI and STAX (Trait scale) from the second battery
of measures before being categorized into one of the four traits
(i.e., depression present, anxiety present, depression and anxiety
present, depression and anxiety absent).
During the first stage, the four traits were formed on the
basis of subject's scores on the RADS and RCMAS*

Hie cut-scores for

the first stage were as follows; (a) first, subjects with a RADS
total score greater than or equal to the 75th percentile ranking
(RADS > 67) were designated as exhibiting high levels of depression,
whereas subjects with a RADS total score less than or equal the 25th
percentile (RADS < 48) were designated as exhibiting lew levels
(absence) of depression; (b) second, subjects with a RCMAS General
Anxiety total score equal to or greater than the 75th percentile
(RCMAS > 15) were designated as exhibiting high levels (presence) of
anxiety, whereas subjects with a RCMAS General Anxiety total score
less than or equal to the 33rd percentile (RCMAS < 5) were
designated as exhibiting lew levels (absence) of anxiety.
Next, cut-scores frcm the EDI and STAI (Trait scale) from the
second battery were formed as follows; (a) first, subjects with a
BDI total score equal to or greater than the 75th percentile ranking
(BDI > 9) were designated as exhibiting high levels (presence) of
depression, Whereas subjects with a BDI total score less than or
equal to the 25th percentile (BDI < 1) were designated as exhibiting
lew levels (absence) of depression; (b) second, subjects with a STAI
(trait scale) total score equal to or above the 75th percentile

(STAI > 47) were designated as exhibiting high levels (presence) of
anxiety whereas, subjects with a STAI (trait scale) total score less
than or equal to the 25th percentile (STAI < 31) were designated as
exhibiting lew levels (absence) of anxiety.
Subjects whose trait categorization remained stable across the
two administrations were designated as exhibiting the "trait" in
question, whereas all subjects not nesting the aforementioned
criteria were excluded from the MANOVA.

It was anticipated that the

sample sizes of the four "trait" groups would be discrepant.
Therefore, to insure adequate power at least 20 subjects were
required in each of the four "trait" cells.

Any "trait" cell with

fewer than 20 subjects was excluded from the MANOVA analysis.

Thus,

two "Trait" cells, the depression present and anxiety present, were
excluded from the MANOVA analysis.

Table 6 depicts the revised

MANOVA design.
The second primary analysis was cluster analysis.
Nan-hierarchical cluster analysis was conducted to further evaluate
the construct validity of the response classes of anxiety and
depression in adolescents.

The methodology employed was K-means

(non-hierarchical) cluster analysis with cross-validation on a
hold-out sample.

The measure of profile similarity was squared

Euclidean distance.

This profile of similarity measure was selected

because it is sensitive to the two dimensions of interest in the
present investigation: (a) shape, and (b) elevation of the cluster
centroids.

The clustering elements (variables) were factor-derived

subscale summation scores from the two depression and two anxiety
measures.

Those clusters which replicated across samples were

Table 6
Diagram of Revised MANOVA, Experimental Design; 2 X 2
Degression and Anxietv
Gender

(Trait X Gender)

Depression and Anxietv

Present

Absent

Male
Female
Note:
Dependent Variables
1.

Positive Life Events (PIEC)

2.

Negative Life Events (NIEC)

3.

Unpleasant Events (UPES)

4.

Pleasant Events (FES)

5.

Fear Survey Schedule for Children-Revised (ESSCR)

6.

Social Skills Rating Scale (SSRS)

7.

Automatic Thoughts Questionnaire (ATQ)

8.

Hopelessness Scale (HS)

9.

Children's Depression Adjective Checklist (CDACL)

10. Checklist of Adolescent Problem Situations-Parents (CAPS)
11. State Anxiety Inventory (STAI)

subjected to a series of analyses to provide further evidence of the
external validity of the obtained clusters.

Specifically, MANOVA

and discriminant analyses were conducted comparing the identified
clusters on the following variables:

NIEC, FLEC, FES, UEES, CDACL,

ESSCR, CAES, SSRS, ATQ, STAI-State form, HS, and the two lie
subscales from the RCMAS.

Additionally, chi-square analyses were

conducted to determine if the demographic variables aided in the
characterization of the clusters (Hair, in press).
Preliminary Analystas
Descriptive statistics for each independent variable, Lie
scale, and dependent variables are presented in Table 7.

Moreover,

the results of a series of chi-square analyses indicated that across
gender and grade, -there were no significant differences in age,
race, SES, or grade.

However, chi-square analyses conducted across

race indicated a significant difference on SES,

X2 (8, N = 412) =

21.44, p < .006, whereas no significant differences were obtained on
age.
Reliability
Internal consistency. Estimates of internal consistency were
computed for each of the four independent variables, the Lie scale,
and eleven dependent variables using Cronbach’s coefficient alpha
(Croribach, 1951).

Furthermore, the homogeneity of all measures was

evaluated by computing corrected item-total correlations.
results are displayed in Table 8.

Ihs

As seen in Table 8, using all

subjects, Cronbach's alpha on the independent variables, and
dependent variables obtained estimates of internal consistency
ranging from a low of .70 (i.e., PIEC) to a high of .96 (ATQ).

Table 7
Descriptive Statistics for Independent and Dependent Measures
_________ Descriptive Statistics________
Scales________ Mean

SD_____ Range

Mode

Median

1.

BDI

6.66

7.98

0-55

00.0

4.0

2.

RADS

58.28

14.06

31-104

51.0

57.0

3.

STAI2

39.14

10.11

20-68

29.0

39.0

4.

RCMAS

10.03

5.80

0-26

11.0

10.0

5.

Lie

2.16

1.98

0-9

00.0

2.0

6.

ESSCR

20.43

11.75

0-64

15.0

19.0

7.

ATQ

53.70

22.14

30-131

30.0

47.0

8.

CAPS

41.65

13.93

20-93

34.0

39.0

9.

HS

3.87

3.85

0-20

1.0

3.0

10. CDACL

6.81

7.14

0-34

00.0

5.0

11. STAI1

36.43

11.59

20-77

30.0

35.0

12. SSRS

88.91

17.10

29-140

103.0

89.0

13. NIEC

3.23

3.86

0-36

00.0

2.0

14. FLEC

3.46

2.99

0-17

00.0

3.0

15. PES

140.24

27.36

81-233

130.0

137.0

16. UPES

102.34

22.21

58-180

87.0

101.0

Note. RADS = Reynold's Adolescent Depression Scale; BDI = Beck
Depression Inventory; STAI = Spielberger Trait Anxiety Inventory;
RCMAS = Revised-Child Manifest Anxiety Scale; Lie = Revised-Child
Manifest Anxiety Scale Lie factor score; ESSCR = Pear Survey
Schedule for Children-Revised; ATQ = Automatic Thoughts
Questionnaire; CARS = Checklist of Adolescent Problem Situations;
HS = Hopelessness Scale; CDACL = Children's Depression Adjective

Checklist; STAI1 = State Anxiety Inventory; SSRS = Social Skills
Rating Scale; NIEC = Negative Major Life Events; PLEC = Positive
Major Life Events; PES = Pleasant Events scale; UPES = Unpleasant
Events.

Table 8
Cronbach's Aldha and Corrected Item-Total Correlations of Independent and
Dependent Variable Measures
____________ Grade_________________

Item-Total

6

7

8

9

10

11

12

Total S a m e

Mdn

BDI

.90

.82

.93

.93

.91

.90

.84

.90

.29-.72

.56

RADS

.92

.93

.91

.91

.92

.92

.92

.92

.20-.72

.51

STAI2

.89

.90

.88

.90

.88

.90

.92

.90

.27-.62

.54

RCMAS

.85

.88

.86

.79

.84

.83

.88

.85

.22-.53

.40

Lie

.76

.70

.61

.66

.78

.71

.67

.70

.26-.53

.33

ESSCR

.93

.90

.88

.92

.92

.90

.91

.91

H

a

r>-

.42

ATQ

.95

.97

.93

.96

.92

.97

.97

.96

.50-.79

.68

CAPS

.93

.89

.89

.90

.89

.91

.93

.90

.39-.67

.56

HS

.69

.85

.81

.83

.89

.86

.80

.84

.14-.54

.46

CDACL

.91

.91

.94

.93

.94

.96

.92

.94

.29-.69

.54

STAI1

.93

.93

.91

.89

.94

.93

.94

.92

.46-.69

.60

SSRS

.95

.94

.90

.92

.90

.92

.88

.92

.06-.52

.37

NLEC

.74

.94

.78

.84

.62

.78

.69

.83

.01-.45

.34

PLEC

.64

.70

.71

.77

.65

.69

.67

.70

.00-.41

.12

EES

.95

.93

.93

.85

.89

.92

.88

.92

H

•

.44

UEES

.89

.92

.91

.86

.88

.90

.92

.91

.03-.58

a

in

I
r-

Scales

CO

a

i

in

S*

.42

Note. BADS = Reynold's Molesoent Depression Scale; BDI = Beck
Depression Inventory; STAI = Trait Anxiety Inventory; RCMAS = RevisedChild Manifest Anxiety Scale; Lie -- Lie Scale; ESSCR = Fear Survey
Schedule for Children-Revised; ATQ = Automatic Ihoughts Questionnaire ;
CAES = Checklist of Adolescent Problem Situations; HS = Hopelessness
Scale; CDACL = Children's Depression Adjective Checklist; STAI1 = State

Anxiety Inventory? SSRS = Social Skills Rating Scale; NIEC = Negative
Major Life Events? UP1EC = Positive Major Life Events? EES = Pleasant
Events scale; UPES = unpleasant Events scale.

Moreover, Cronbach's alpha was cxmputed for each independent and
dependent variable by grade and ranged from .69 (i.e., HS) for sixth
graders to a hic£i of .96 (i.e., CDACL). Regarding the homogeneity
of the independent and dependent variables, all the scales except
the PLEC subscale achieved a median Item-Total correlation > .33.
Thus, it appears that all of the independent and dependent variables
except the PLEC subscale demonstrated moderate to

high

internal

consistency and homogeneity.
Test-Retest. One week temporal stability was evaluated with
measures lacking test-retast reliability data for adolescents (i.e.,
HS, SSRS, CMS, ATQ, AAC) using a Pearson Product Moment correlation
coefficient. The aforementioned scales were re-administered one-week
following the initial assessment.

The sample consisted of 54

adolescents with a mean age of 14.42 (range 12-17).

The test-retest

sample consisted of 22 males, 31 females, and 1 missing response.
All seven test-retest correlations were significant at p < .0005.
The test-retest correlations were as follows: HS, r = .57; ESSCR, r
= .86; ATQ, r - .64; SSRS, r = .67; CAPS, r = .63; PES, r = .53;
UPES, r = .49.
Criterion-Related Validity
Criterion-related validity first was examined by computing
Pearson Product Moment correlations.

All correlations were

protected for familywise Type I error rate using Bonferroni's
procedure.

Four correlation matrices were constructed (see Tables

9, 10, 11, 12).
Influence of Demographic Variables. Table 9 displays the
correlations of five demographic variables (i.e., age, race, gender,

SES, and grade) with the independent variables, the Lie scale, and
the dependent variables.

As seen in Table 9, only 9 of the 80

correlations reached statistical significance (p < .0005), with the
majority accounting for less than 4% of the variation.
Specifically, 3 of the 9 significant correlation coefficients
occurred with one of the independent measures.

For instance, age (r

= .18), and gender (r = .19) were positively correlated with the
RADS, whereas only grade (r = .17) correlated with the RCMAS General
Anxiety scale.
The remaining 6 significant correlations were between the
demographic variables and the dependent measures.

Hie relation

which accounted for the most variance occurred between the FSSCR and
gender.

Of the remaining 5 significant correlations only one

accounted for 4% of the variation (CDACL and age). No significant
correlations occurred with SES, although there was limited
variability in the levels of SES.
Inter-Oorrelaticn of Independent Variables. Table 10 presents
the correlations between the four independent variables (RADS, BDI,
STAI-Trait, RCMAS General Anxiety Scale) and the Lie scale from the
RCMAS.

Once again, familywise Type I error rate was adjusted to p <

.05 using Bonferronni’s procedure (p < .005).
10 correlation coefficients.

Table 10 consists of

As seen in Table 10, the two

depression (RADS, BDX) and two anxiety (STAI-Trait, RCMAS General
Anxiety Scale) were moderately correlated.

The median correlation

between the depression and anxiety measures was .64 (range
.50“.71).

As expected, the two depression measures shared from 25%

to 50% of the ccmnon variance with the two anxiety measures.

Table 9
Correlation Matrix of Desrcccrrapbics with Independent Variables and
Dependent Variables
Scales

Acre

Race

Gender

SES

Grade

1.

BDI

.11

.08

.01

.04

.10

2.

RADS

.18*

.06

.04

.04

.19*

3.

STAI2

.12

.07

.04

-.04

4.

RCMAS

.13

.06

.15

.00

.17*

5.

Lie

.00

.06

.13

.01

.01

6.

ESSCR

.17*

.30*

.12

-.04

7.

ATQ

.14

.09

.02

o
o•

.15

8.

CAPS

.04

.07

-.12

.09

.03

9.

HS

-.03

.06

.06

.03

-.02

.19*

-.03

.02

.17*

-.03

.20*

.01

11. STAI1

.15

-.03

12. SSRS

.02

.02

.19*

13. NLEC

.09

.04

14. PLEC
15. PES
16. UPES

-.08

-.01

.11

.11

.07

CO

VO

10. CDACL

o•

o•

.06

.11

.09

.06

-.06

.07

-.02

.10

.12

.00

-.01

.13

.11

.01

.05

.14

Note. RADS = Reynold's Adolescent Depression Scale; BDI = Beck Depression
Inventory; STAI = Trait Anxiety Inventory; RCMAS = Revised-Child
Manifest Anxiety Scale; Lie = Lie Scale; ESSCR = Fear Survey
Schedule for Children-Revised; ATQ = Automatic Thoughts
Questionnaire; CAPS = Checklist of Adolescent Problem Situations;
HS = Hopelessness Scale; CDACL = Children's Depression Adjective
Checklist; STALL = State Anxiety Inventory; SSRS = Social Skills

Rating Scale? NLEC = Negative Major Life Events; PIEC = Positive
Major Life Events; EES = Pleasant Events scale; UEES = unpleasant
Events scale.
*p < .0005/ corrected for Type I error rate using Bonferranni's
procedure.

Table 10
Correlation Matrix of Independent Variable Measures
Measures
1. PADS

1______ 2______ 3______ 4_______ 5
.57*

2. BDI
3. STAI2

.71*

.69*

-.10

.62*

.50*

-.06

.66*

-.04

4. RCMAS

-.09

5. Lie
Note. PADS = Reynold's Adolescent Depression Scale, BDI = Beck
Depression Inventory; STAI2 = Spielberger Trait Anxiety Inventory;
RCMAS = Revised-Child Manifest Anxiety Scale; Lie = Pevised-Child
Manifest Anxiety Scale Lie factor score.

*p < .005, corrected for Type I error rate vising
Banferronni's procedure.

Moreover, none of the these measures correlated significantly with
the Lie scale of the RCMAS.
Inter-Correlation of Dependent Variables. The third
correlation matrix consists of the 55 inter-correlations between the
eleven dependent variable measures (see Table 11).

Again familywise

Type I error rated was adjusted to p < .05 using Banferronni's
procedure (p < .0005).

As seen in Table 11, the four scales (i.e.,

HS, ATQ, STAI1, CDACL) which dealt with cognitive behavior were
moderately related (r .38 to .60, median = .50).

Somewhat

surprisingly, the UEES and NIEC, which predominantly measured
unpleasant daily activity or major life events only accounted for 4%
of the shared variance.

Likewise, daily activities or major life

events which were rated as pleasant also accounted for approximately
4% of the variance.
Inter-Correlation of Independent and Dependent Variables. The
final correlation matrix consisted of 55 correlations which examined
the relations between the four independent variable measures, the
Lie scale, and the eleven dependant variables (see Table 12).

The

familywise Type I error rate was adjusted to p < .05 (p < .0005).
As seen in Table 12,

only the SSRS correlated significantly with

the Lie scale of the RQ®S.

Regarding the correlations of the two

depression scales (i.e., BDI, RADS) with the eleven dependent
scales, the results indicated significant positive relations of both
depression scales with the ESSCR, ATQ, CAPS, HS, CDACL, STAI1, and
the UEES.

The positive relations of the dependent scales with the

BDI ranged from .25 (ESSCR) to .64 (ATQ) (Median = .52), whereas
with the RADS the correlations ranged from .30 (ESSCR) to .72 (ATQ)
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Table 11
Correlation Matrix of Dependent Variable Measures
Scale

1

2

3

4

5

6

7

8

9

10

STAI1
ESSCR

.22*

ATQ

.52*

.28*

CAPS

.32*

.24*

.42*

HS

.41*

.16

.59*

.29*

CDACL

.60*

.10

.48*

.25*

.38*

SSRS

-.31*

-.02

-.25*

-.25*

-.42*

-.26*

NLEC

.05

-.13

.17*

.15

.03

.16

PLEC

-.13

.09

-.11

-.07

-.18*

-.11

.17*

.44*

PES

-.24*

.04

-.15

-.01

-.27*

-.27*

.38*

.05

.22*

.21*

.00

UPES

.28*

.30*

.49*

.45*

.33*

.01

.26* -.12

.37*

Note. STAI1 = State Anxiety Inventory? ESSCR = Fear Survey Schedule for
Qiildren-Revised; ATQ = Automatic Thoughts Questionnaire? CAPS =
Checklist of Adolescent Problem Situations? HS = Hopelessness Scale?
CDACL = Children's Depression Adjective Checklist? SSRS = Social Skills
Rating Scale? NIEC = Negative Major Life Events? PLEC = Positive Major
Life Events? PES - Pleasant Events scale? UFES = Unpleasant Events scale.
*p < .0005, corrected for Type I error rate using Bonferranni's procedure.

Table 12
Correlation Matrix of Independent Measures with Dependent Measures
Dependent

Independent Measures__________

.25*

.30*

2. ATQ

.64*

3. CAES

.44*

.36*

.07

.72*

.56*

.66*

-.06

.44*

.44*

.38*

.42*

4. HS

.52*

.55*

.33*

.56*

-.04

5. CDACL

.59*

.50*

.38*

.57*

-.05

6. STAI1

.52*

.55*

.56*

.72*

7. SSRS

-.24*

-.31*

-.17*

-.33*

8 NIEC

.16

.13

.14

o

-.21*

-.10

-.23*

-.18*

-.22*

VO

11. UEES

.04

-.07

-.24*

.13

.37*

.52*

.40*

-.04

o

10. PES

.25*

•l

PLEC

KCMAC

H
O
•
1

9

RADS

00
0•

Lie

•l

1. ESSCR

STAI2

1

BDI

00
o•

Measures

.48*

Note. ESSCR = Fear Survey Schedule for Children-Revised;
ATQ = Automatic Thoughts Questionnaire; CAPS = Checklist of
Adolescent Problem Situations; HS = Hopelessness Scale; CDACL =
Children's Depression Adjective Checklist; SEAI1 = state Anxiety
Inventory; SSRS = Social Skills Rating Scale; NIEC = Negative
Major Life Events; PLEC = Positive Major Life Events; EES =
Pleasant Events scale; UEES = Unpleasant Events scale.

*p < .0005, corrected for Type I error rate using Bcnferronni's
procedure.

(Median = .52).
SSRS and PES.

Moreover, the BDI correlated negatively with the

She RADS correlated negatively with the SSRS, PES and

also the PIEC.
Similarly, the two anxiety scales (RCMAS, STAI2) correlated
positively with many of the same scales as did the two depression
scales, i. e. FSSCR, ATQ, CAPS, HS, CDACL, STAI1, and the UEES.

The

positive relations with the RCMAS ranged from .33 (HS) to .56
(STAI1, ATQ) (Median = .44) and from .36 (ESSCR) to .72 (STAI1)
(Median = .56) with the STAI2.

Moreover, the RCMAS and STAI2 were

negatively correlated with the SSRS, whereas the STAI2 also
correlated negatively with the FIEC and EES.
MANOVA, ANALYSIS
Results obtained from the 2 (Trait) X 2 (Gender) fixed effects
MANOVA indicated significant main effects for Trait, F (11, 54) =
60.86, p < .0005? and Gender, F (11, 54) = 2.98, p < .005? however,
the interaction of Trait X Gender was not significant (p > .06.
Wilks lamba test statistic indicated that the main effect for Trait
accounted for 92.3% of the variance, whereas the main effect for
Gender accounted for 37.0%.
One-way ANOVAs were conducted for each significant main effect
to further evaluate the group differences.

The familywise Type I

error rate of the ANOVAs was protected using Bcnferrcni's procedure
(p < .005)

The results from the one-way ANOVAs are presented in

Table 13 by main effect.

As seen in Table 13, for the Trait effect,

significant differences were obtained on all of the dependent
variables except the PIEC scale.

In contrast, for the Gender

effect, significant differences were only obtained on the ESSCR

Table 13
Means and Standard Deviations of the 2 X 2 MANOVA. by Trait and Gender
Traits
D &A
Scale

M

Gender^
ND & NA

SD

M

SD

Male

Female

M

SD

M

SD

BDI

18.61

7.71

0.00

0.00

8.82

10.68

13.59

10.71

RADS

81.50

7.94

38.48

4.66

60.29

23.91

69.09

20.01

STAI2

53.86

5.08

24.30

2.46

38.89

15.81

45.68

13.92

RCMAS

18.76

2.48

1.70

1.26

9.99

8.59

14.17

8.30

1.99

1.88

1.87

2.40

1.96

2.12

1.88

2.09

LEE

Dependent Measures
ESSCR

29.73s

13.10

9.64b

7.87

14.00a

9.99

28.98b

15.39

ATQ

84.75a

22.49

35.96b

8.28

64.32a

34.11

67.24a

26.61

CAPS

55.75a

15.18

30.30h

8.53

39.78a

14.79

51.49a

19.16

7.22a

4.29

1.57b

1.44

4.58a

4.68

5.41a

4.28

CDACL

15.34a

7.89

1.74b

2.05

9.32a

9.35

10.81a

9.19

STAI1

51.30s

8.33

24.35h

4.49

39.50s

16.65

42.54a

13.67

SSRS

82.28a

15.21

94.2&>

17.25

87.04a

15.91

87.08a

18.02

NIEC

5.00a

4.12

1.91b

2.43

2.82a

3.14

4.84a

4.22

PIEC

2.74a

3.32

4.22a

3.00

3.12a

2.55

3.44a

2.85

PES

128.88a

20.20

149.6(P 27.48

132.70a

21.02

139.99a

28.46

UPES

121.15a

18.06

99.67a

25.75

111.97a

22.86

HS

82.48b

12.22

Note. D & A = Depression and Anxiety Present; ND & NA = Depression and
Anxiety Absent; ESSCR = Pear Survey Schedule for CMldren-Revised; ATQ
= Automatic Thoughts Questionnaire; CAPS = Checklist of Adolescent
Problem Situations; HS - Hopelessness Scale; CDACL = Children's
Depression Adjective Checklist; STAI1 = State Anxiety Inventory; SSRS -

Social Skills Rating Scale; NIEC = Negative Major Life Events; PLEC
Positive Major Life Events; EES = Pleasant Events scale; UEES =
Unpleasant Events scale.
aSuperscripts whose differs differ significantly.

scale, F (1, 66) = 25.52, p < .0005.

Specifically, males (M =

13.22) obtained lower FSSCR scores than females (M = 27.70).
OUSTER ANALYSIS
Clustering Elements ffactor-derived subscales). The clustering
elements were the factor-derived subscale scores from the two
depression and two anxiety measures.

Specifically, the BDI, RADS,

RCMAS, STAI-Trait form were subjected to a series of separate
principal components analyses using a varimax rotation*

The

criteria for the extraction of factors (principal components) were:
(a) eigenvalue greater than unity after factor rotation (Tafoachnick
& Fidell, 1983); (b) utilization of Cattell's (1966) scree test; (c)
each retained factor must be comprised of at least three items; (d)
and the notion of meaningful simple structure (Ccsmrey, 1973; Hannan,
1976; Kaiser, 1959; Thurstone, 1947).

Items with a factor loading

greater than or equal to .30 were designated as loading on the said
factor.

The results of the principal component analyses for the

BDI, RADS, RCMAS, and STAI-Trait form are presented in Tables 14,
15, 16, and 17, respectively.
As seen in Table 14, the first BDI factor accounted for 36.0%
of the variance, whereas the second factor accounted for an
additional 6.7%.

The first factor was named Depressive Affect and

is comprised of items such as item #7 "I hate myself" and #9 "I
would kill myself if I had the chance". The second BDI factor was
titled Scanatic Complaints and was characterized by the following
items: #18 "I have no appetite at all anymore" and #13 "I can't make
decisions at all anymore."
Table 15 presents the results of the principal component

Table 14
Principal Ocmpanents of the BDI

Factor
Item Content______________________________ l_
7.

I hate myself

.76

9.

I would kill myself if I had the chance .72

14. I believe that I look ugly

.68

2.

.67

I feel that the future is hopeless
and that things cannot improve

1.

I am so sad or unhappy that I can't

.66

stand it
3.

I feel I am a complete failure

.65

8.

I blame myself for everything bad

.60

( .4 0 )

.58

( .3 3 )

.56

( .3 3 )

the happens
4.

I am dissatisfied or bored with
everything

6.

Ifeel I am being punished

10. Iused to be able to cry, but now I

.55

can't cry even though I want to
12. I have lost all of my interest in

.54

in other people
19. Ihave lost more than 15 pounds

(.26)

(.21)

18.

I have no appetite at all anymore

.69

13.

I can't make decisions at all anymore

.67

20.

I am so worried about my physical problems

.66

problems that I cannot think about anything else

88

16. I wake up several hours earlier than I

.56

used to and cannot get back to sleep
17. I am to tired to do anything

(.43)

.54

5.

(.32)

.53

(.38)

.49

I feel guilty all of the time

15. I can't do any work at all
11. I don't get irritated at all by the

.35

things that used to irritate me
Eigenvalue
Percent variance

7.21

1.34

36.00

6.70

Note: Factor 1 = Depressive Affect; Factor 2 = Somatic Cfcraplaints.

Table 15
Principal Oomponerrts of the RADS

Factor
Item Content_______

1_____ 2_____ 3

4.

I feel my parents don't like me

.68

9.

I feel that no one cares about me

.64

13. I feel like running away

.64

20. I feel I am no good

.63

30. I feel like nothing I do helps any more

.63

12. I feel loved

.62

5.

.62

I feel important

19. I feel I am bad

.59

14. I feel like hurting myself

.56

28. I feel bored

.40

(.42]

(.36]

26. I feel worried

.75

7.

.67

I feel sad

16. I feel upset
8.

(.36)

I feel like crying

.66
.63

17. I feel life is unfair

(.36)

.56

6.

(.30)

.54

I feel like hiding from people

.53

18. I feel tired
15. I feel that other students don't like me
2.

I worry about school

3.

I feel lonely

(.43)

4

.52
.52

(.39)

.50

22. I feel mad about things

(.36)

.49

21. I feel sorry for myself

(.40)

.45

(.32)

10. I feel like having fun withotherstudents

.71

25. I feel like having fun

.66

23. I feel like talking to otherstudents

.66

29. I like eating meals

.38

1.

I feel happy

(>61)

.36

27. I get stomachaches

.74

24. I have trouble sleeping

.61

11. I feel sick
Eigenvalue
Percent variance

(*34)

.60

9.28

2.09

1.47

1.22

30.90

7.00

4.90

4.10

Note: Factor 1 = Generalized Demoralization; Factor 2 = Despondency and
Worry; Factor 3 = Anhedania; RADS4 = Somatic-Vegetative Behavior.

analyses of the RADS.

The RADS first factor accounted for 30.9% of

the variance with the remaining three factors accounting for 7.0%,
4.9%, and 4.1%, respectively.

The results of the present studies

principal component analyses were consistent with the results and
names of the factors obtained with the standardization sample
(Reynolds, 1987).

Specifically, Reynolds titled the four factors as

follows: factor 1, Generalized Demoralization.
’ factor 2, Despondency
and worry? factor 3, Anhedonia? and factor 4, Somatic-Vegetative
Behavior.
Concerning the RCMAS, using all 37 items five factors were
extracted as the optimal factor solution.

As seen in Table 16, the

first factor accounted for 16.0% of the variance with the remaining
four factors accounting for 7.5%, 5.2%, 4.5%, and 3.6%,
respectively.

Once again, the factors from the present

investigation closely approximated the factors obtained from the
standardization sample of 4972 children and adolescents (Reynolds &
Paget, 1981).

Reynolds and Paget (1981) assigned the three anxiety

factors the following titles: factor 1, Worry and Oversensitivitv:
factor 3, Social Concerns/Concentration; factor 4, Physiological
Anxiety. The two Lie scale factors appear to be measuring separate
components:

Social Desirability (factor 2) and L v i m (factor 5).

Principal component analyses of the STAI-Trait form yielded two
factors which also replicated the factors derived from the
standardization sample (Spielberger, 1980).

As seen in Table 17,

the first factor accounted for 33.5% of the variance with the second
factor contributing an additional 9.3%.

Spielberger titled the

first factor an Anxiety Absent factor and the second as an Anxiety

Table 16
Principal Com ponents o f the RCM AS

_________Factor_________

Item Content________________________

1

6. I worry a lot o f the tim e

.68

22. I worry about what is going to happen

.60

18. M y feelin gs get hurt easily

.56

30. I worry w hen I go to bed at night

.55

14. I worry about what other people think

.55

2

o f me
2.

I get nervous when things do not go the

.52

right way for me
3. Others seem to do things easier than I can

.51

21. I am tired a lot

.48

34. I am nervous

.48

26. M y feelin gs get hurt easily w hen I am

.45

fussed at
1.

I have trouble making up m y m ind

.42

37. I often worry about som ething bad

.36

happening to me
7.

I am afraid o f a lot o f things

10. I worry about what my parents w ill say

.36
.34

to m e

20. I am always nice to everyone

.76

8. I am always kind

.76

16. I am always good

.70

4.

.56

I like everyone I know

12. I always have good manners

.48

3

4

5

93

35. A lot o f people are against me

.65

15. I feel alone even when there are peop

.57

with me
11. I fe e l that others do not like the way I

.55

do things
23. Other children are happier than I am

.44

.46

27. I fe e l som eone w ill tell me I do thing

.45

the wrong way
33. I w iggle in m y seat a lot

.37

29. I wake up scared some o f the tim e

.64

25.

.60

I have bad dreams

19. M y hands feel sweaty
5.

O ften I have trouble getting m e breat

.47

17. O ften I fee l sick to stomach
9.

.30

I get mad easily

31. It is hard for me to get to sleep

.46
.34

.31

.33

31. It is hard to keep my m ind on school work

.32

36.

I never lie

.74

32.

I never say things Ishouldn't

.71

28.

I never get angry

.65

24.

I tell the truth every single tim e

.39

Eigenvalue
Percent variance

5.9

12.7

1.94

1.65

1.34

16.0

7.5

5.20

4.50

3.60

N ote: Factor 1 = Worry and Oversensitivity; Factor 2 = Social Desirability;
Factor 3 = Social Concerns/Concentration; Factor 4 = Physiological A nxiety;
Factor 5 = Lying.
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Table 17
Principal Components of the STftl-Trait Form

Factor
Item Content____________________________
23. I feel satisfied with myself

.76

30. I am happy

.73

21. I feel pleasant

.72

27. I am calm, cool and collected

.69

33. I feel secure

.67

39. I am a steady person

.66

36. I am content

.66

26. I feel rested

.61

34. I make decisions easily

.47

(.31)

25. I feel like a failure

.43

(.41)

.70

37. Some unimportant thoughts run through
my mind and bothers me
40. I get in a state of tension or turmoil

.64

as I think over my recent concerns
29. I worry to much over something that

.62

really doesn't matter
22. I feel nervous and restless
31. I have disturbing thoughts
24. I wish I could be as happy as others

.61
(.35)

.59
.55

seem to be
38. I take disappointments so keenly that
I can't put them cut of my mind

.53
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28. I feel that difficulties are piling

(.35)

.53

up so that I cannot overcone them
32. I lack self-confidence

.53

35. I feel inadequate

.38

Eigenvalue
Percent variance

6.71

1.86

33.50

9.30

Note; Factor 1 = Anxiety Absent; Factor 2 = Anxiety Present.

Present factor.
Thus, eleven factor-derived subscales were formed from the BDI,
PADS, BCMAS, and STAI-Trait which characterize depression and
anxiety, along with two factors from the PCMAS which appear to be
measuring the dimensions of social desirability and lying.

The

eleven factors from the aforementioned four scales, excluding the
two lie factors from the PCM&S, were used as the clustering
elements.

Descriptive statistics and Qraribach’s Alpha for each of

the clustering elements are presented in Table 18.

As seen in Table

18, Cronbach's alpha ranged from .58 (Ihysiological Anxiety) to .88
(Depressive Affect) with a median alpha across the eleven factor
scales of .81.

Five of the factor scales had less than or equal to

8 items and obtained an alpha less than or equal to .75.
To further evaluate the relations between the clustering
elements, correlations were computed between each of the eleven
subscales.
19.

The resultant correlation matrix is presented in Table

As seen in Table 19, all 55 correlations between the eleven

factor scales correlated significantly together.
correlation coefficient was .44.

The median

Generally, the subscales were not

highly correlated (i.e., r < .70), thus, summation scores from the
eleven subscales were used as the clustering elements.
Clustering Procedure. Figure 1 displays a flow chart of the
methodology used for the cluster analysis.

Prior to conducting

cluster analyses, the eleven factor-derived subscale scores were
standardized on the basis of the entire sample (N ~ 412) into Tsoores (M = 50, SD = 10) to provide a uniform metric to compare the
subjects profiles.

As seen in Figure 1, the entire sample (N = 412)

Table 18
Descriptive Statistics and Cronbach's Alpha for Factor Scales from
Independent Measures
Number______Descriptive Statistics______ Graribach's
Factors

Items

Mean

SD

Mode

Median

Alpha

1.

BDI1

11

3.54

5.15

00.0

2.0

CO
CO
•

2.

BDI2

6

2.88

3.32

00.0

2.0

.75

3.

RADS1

10

17.81

5.74

13.0

17.0

.86

4.

RADS2

12

27.54

7.02

25.0

27.0

.87

5.

RADS3

5

6.94

2.06

5.0

6.0

.61

6.

RADS4

3

6.01

2.16

5.0

6.0

.62

7.

STAI1

10

20.12

5.98

20.0

20.0

.87

8.

STAI2

10

19.01

5.35

20.0

19.0

.81

9.

WORRY

14

6.05

3.66

3.0

6.0

.82

10. SOCIAL

6

1.77

1.64

00.0

1.0

.66

11. FHYSIO

8

2.20

1.73

2.0

2.0

.58

Note. BDI1 = Depressive Affect? BDI2 = Somatic complaints? RADS1 =
General Demoralization? RADS2 = Despondency and Worry? RADS3 =
Arihedonia? RADS4 = Scaratic-Vegetative Behavior? STAI1 = Anxiety
Absent? STAI2 = Anxiety Present? WORRY = Worry and
Oversensitivity? SOCIAL = Social Concerns/Concentration? PHYSIO Physiological Anxiety.

Table 19
Correlation Matrix of Independent Variable Factor Scales
1

2

3

4

5

00

Factor

6

10

BDI1
BDI2

.68*

RADS1

.58*

.45*

RADS2

.48*

.42*

.68*

RADS3

.32*

.26*

.50*

.35*

RADS4

.26*

.35*

.44*

.52*

.29*

STAI1

.56*

.44*

.66*

.57*

.39*

.30*

STAI2

.52*

.51*

.52*

.62*

.23*

.38*

.59*

WORRY

.36*

.42*

.43*

.62*

.18*

.42*

.47*

.65*

SOCIAL .48*

.39*

.59*

.60*

.33*

.31*

.46*

.53*

.56*

HKSIO .29*

.33*

.37*

.42*

.21*

.54*

.26*

.40*

.46*

Note.

.35*

BDI1 = Depressive Affect; BDI2 = Somatic Complaints;

RADS1 = General Demoralization; FADS2 = Despondency and Worry; RADS3 =
ftrihedonia; RADS4 = Somatic-Vegetative Behavior; STAI1 = Anxiety Absent;
STAI2 = Anxiety Present; WORRY = Worry and Oversensitivity; SOCIAL =
Social Concerns/Concentration; EHYSIO = Hiysiological Anxiety.

*p < .0005, corrected for Type I error rate using Bonferronni's procedure.

Cluster Analysis Methodology and Procedure
Data Set:
N = 412 Youths
Standardization
si'
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Analysis

le

Cross-Validation Sample
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(Discriminant Analyses)
Figure 1:
Procedure

Flow Chart of K-Means Cluster Analysis Methodology and

was randomly divided into two mutually exclusive subsamples,
specifically, the analysis (N = 209), and cross-validation (holdout)
sample (N = 203).

Non-hierarchical (K-means) cluster analyses were

conducted on the analysis sample and later with the cross-validation
sample.
Regarding non-hierarchical cluster analysis, K-means cluster
analysis uses a "nearest centroid sorting" routine (Hartigan,
1975).

That is, an initial set of cluster seeds are selected

randomly, with each observation in the data set being assigned to
the nearest seed to form tarporary clusters.

These temporary

cluster seeds are replaced through an iterative procedure which
continues until the maximum number of iterations (number of elements
clustered; i.e., K = 11) is reached or each observation is
assigned/reassigned to the nearest centroid.

K-means cluster

analysis requires that the initial number of seeds (maximum number
of clusters) be specified a priori by the investigator.
An initial estimate of the maximum number of clusters that
should be extracted from the K-means cluster analysis was determined
by conducting a preliminary hierarchical cluster analysis, using
Wards minimum variance method on the analysis sample (Grove &
Andreasen, 1987).

The clustering elements were the eleven

standardized subscales.

The cluster level at which R2 exceeded the

approximate expected R2 was used as the initial estimate of the
maximum number of clusters.

Ward's method indicated an initial

estimate of a maximum of 26 clusters.

This cluster solution

accounted for 75% of the variance.
After the initial estimate of a maximum of 26 clusters was

determined by Wards method, a series of K-means cluster analyses
were conducted on the analysis sample around, above, below and at
the initial estimate of 26 clusters, to determine the optimal
cluster level.

The optimal cluster level solution was determined by

examining the changes of the resultant R-square values at each
cluster level, the root mean square standard deviations, and cluster
sizes.

Ihe final cluster solution was the cluster level at

which: (a) there was a leveling of the R-square value? (b) small
root mean square standard deviations; and no small-sized clusters
(i.e., less than 8).

For each K-maans analysis the initial cluster

seeds were randomly determined and clusters with fewer than 8
observations were deleted as being spurious or too small to be
representative.
According to the criteria outlined above the results of the Kmeans analyses indicated that the maximum number of clusters was 25.
At a cluster level of 25, nine clusters were extracted which
collectively accounted for 59.5% of the variance.

Ihe smallest

cluster was comprised of 14 subjects and the largest included 37
youths.

The average root mean square standard deviation was 6.36

(range = 3.67 - 10.72).
The aforementioned cluster solution was refined further by
trimming 2% (4 subjects) of the multivariate outliers.
cluster solution also extracted nine clusters.

The final

This cluster

solution had an average root mean square standard deviation of 6.11
and accounted for 60.0% of the variance.

After the final cluster

solution was obtained frcsn the analysis sample, K-means cluster
analyses were repeated with the cross-validation sample using the

same clustering specifications.

Tables 20 and 21 present the means

of the eleven subscales by cluster for the analysis and crossvalidation samples, respectively.
Cluster Replication. Replication of the nine clusters from the
analysis sample with the cross-validation sample was examined to
ensure that the nine extracted clusters were not sample dependent.
Replication across samples was accomplished by examining visual
plots of the cluster profiles and examining the calculated values of
Cattail's (1961) profile of similarity coefficient (rp). Cattell's
profile of similarity coefficient ranges from -1.00 to +1.00 and is
interpreted similar to a Pearson product moment correlation
coefficient.
Unlike the Pearson correlation, which is only sensitive to
differences in profile shape, independent of elevation, the profile
of similarity coefficient is sensitive to differences in profile
shape and elevation.

Thus, an rp equal to + 1.00 indicates that the

two profiles are identical in shape and elevation.

The equation for

calculating rp with standard soores is provided below;

2K
2K

K = number of cluster elements
+ ^^d2

rP

Table 22 presents thehighest

d = difference scores between profiles

profile of similarity coefficient for

each of the clustersfrom the analysis sample.

As seen in Table 22,

the rp's ranged from .67 (cluster 3) to .98 (cluster 2) with a
median of .88.

After correcting for Type I familywise experimenter

error rate using Bonferroni's procedure (p < .001) eight of the nine
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Table 20
M eans o f A nalysis Sample Clusters

___________________________________

Factor-Derived Subscales

c

GD

DW

AN

SV

AA

AP

WO

SL

PH

DA

SC

1

51.8

51.6

57.8

49.5

60.2

49.5

47.2

46.2

44.4

46.1

45.7

2

45.2

45.9

45.4

55.8

43.8

42.2

44.0

44.0

53.9

44.9

46.2

3

50.1

48.4

52.9

57.3

50.0

51.3

54.9

50.5

65.3

44.6

47.1

4

44.9

45.8

51.6

43.0

46.2

42.3

40.2

43.9

43.0

45.6

43.6

5

39.8

36.2

42.8

40.3

38.1

39.3

36.9

40.3

40.8

43.3

42.2

6

40.4

39.1

43.7

38.0

40.6

43.5

47.5

49.6

46.7

43.8

44.9

7

67.4

63.8

61.5

62.7

62.0

61.9

59.2

62.7

60.0

69.3

66.2

8

45.7

50.7

44.9

45.0

48.3

50.4

55.0

49.5

45.7

47.3

49.3

9

55.9

58.1

48.9

54.6

57.5

60.0

59.1

59.3

53.2

52.2

52.9

N ote: C = Cluster; G D = G eneralized Demoralization; DW = D ependency and Worry;
SV = Som atic-V egetative; A N = Anhedonia; A A = State A nxiety Absent; AP = State
A n xiety Present; WO = Worry and Over Sensitivity; SL = Social C oncerns/
Concentration; PH = Physiological Anxiety; D A = Depressive A ffect; SC = Somatic
Com plaints.

Table 21
Means o f C ross-V alidation Sample Clusters
___________________________________________ F actor-D erived Subscales
c

GD

DW

AN

SV

AA

AP

WO

SL

PH

DA

SC

1

44.5

40.3

5.9

39.2

51.2

46.0

42.7

43.7

42.4

45.2

43.8

2

44.5

45.9

45.4

44.2

41.3

47.4

50.9

46.4

49.3

49.1

52.7

3

58.4

55.1

60.8

46.1

58.0

50.1

48.4

53.0

42.5

51.5

50.6

4

48.4

53.4

46.9

58.5

55.0

59.3

58.6

48.7

57.0

56.5

59.4

5

65.2

63.2

57.7

60.2

61.8

61.1

60.7

64.3

60.9

62.9

61.3

6

60.5

54.0

53.5

53.6

54.3

52.5

48.4

46.5

52.2

48.3

47.1

7

48.2

55.3

47.2

48.6

48.1

54.3

58.4

56.5

51.2

48.2

47.5

8

44.5

46.9

45.8

56.0

43.7

41.7

43.0

42.7

50.5

45.9

46.7

9

41.2

37.8

45.8

42.5

37.8

38.8

37.2

40.8

39.7

43.5

43.1

N ote: C = Cluster; G D = G eneralized Demoralization; DW = D ependency and Worry;
SV = Som atic-V egetative; A N = Anhedonia; A A = State A n xiety Absent; AP = State
A n xiety Present; WO = Worry and Over Sensitivity; SL = Social C oncerns/
Concentration; PH = Physiological A nxiety; D A = D epressive A ffect; SC = Somatic
Complaints.
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Table 22
Highest Profile of Similarity Coefficients Across the
Analysis and Cross-Validation Samples
_______________ Sample_____________
Analysis
ister N

Cross-Validation
%

Cluster N

1

21

10.0

3

2

22

10.5

8

3

15

7.1

6

4

22

10.5

5

27

6

%

rD

6.0

.84*

10.2

.98*

15

7.4

.67

1

20

9.8

.89*

12.9

9

26

12.8

.97*

14

6.7

1

20

9.8

.82*

7

20

9.6

5

28

9.8

.91*

8

28

13.4

7

31

15c 3

.87*

9

36

17.2

4

21

10.3

.77*

*p < .001

12
25

clusters (89%) from the analysis sample were replicated in the
cross-validation sample, excluding cluster 3.

Those clusters for

which a significant rp coefficient (rp > .70, p < .001) was
obtained, after correcting for familywise Type I error rate, were
then subjected to a series of analyses to provide further evidence
of the external validity of the replicated clusters.
Cluster Descriptions, ihe following section provides a brief
description of each of the prominent features (peaks and valleys) of
the eleven subscales for the eight replicated clusters from the
analysis sample.

Additionally, chi square analyses indicated that

the replicated clusters differed significantly on four demographic
variables (i.e., age, gender, grade, and grade point average).
Table 23 presents the cross-tabulations by cluster for each
significant demographic variable.

The differences on the

demographic variables are also discussed in the section below.
Cluster ff 1. This cluster comprised of 10.0% of the analysis
sample.

As seen in Figure 2, the prominent features of this cluster

were elevations on the Anxiety Absent and Arihedonia subscales with
all other subscale scores being at or below average.

Regarding the

demographic variables, this cluster had a higher percentage of males
(66.67), lower percentage of "A" and "B" students, and over half of
this group was from grades six and seven.
Cluster # 2. Cluster # 2 comprised 10.5% of the sample. As
seen in Figure 3, this cluster had prominent elevations on the
ScBnatic-Veqetative Behavior and Rivsiolocrical Anxiety, with all
other subscale scores being approximately one-half a standard
deviation below the population mean.

This cluster had the highest
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Table 23
Chi Sgiia-ne Cross-Tabulation Table for Demographic variables with a
Significant Effect for cluster

1

2

4

5

6

7

8

9

N

M

66.67

77.27

63.64

57.69

64.29

40.00

33.33

44.44

102

F

33.33

22.73

36.36

42.31

35.71

60.00

66.67

55.56

86

A

20.00

4.55

55.00

28.00

33.33

10.53

33.33

19.35

44

B

30.00

68.18

30.00

60.00

66.67

52.63

51.85

41.94

87

C

50.00

27.28

15.00

12.00

00.00

36.84

14.81

38.71

44

Sex

GPA

Grade
6

23.81

9.09

9.09

30.77

7.69

10.00

7.14

5.71

24

7

33.33

22.73

9.09

30.77

7.69

20.00

10.71

11.43

34

8

4.76

00.00

13.64

3.85

23.08

5.00

25.00

8.57

19

9

28.57

27.27

18.18

11.54

7.69

15.00

10.71

20.00

33

10

4.76

00.00

22.73

11.54

7.69

25.00

17.86

22.86

28

11

4.76

13.64

18.18

00.00

23.08

15.00

21.43

17.14

26

12

00.00

27.27

9.09

11.54

23.08

10.00

7.14

14.29

23

Age
11

23.81

9.09

9.09

36.00

14.29

15.00

7.14

8.33

28

12

38.10

22.73

4.55

24.00

7.14

10.00

14r?9

11.11

31

13

00.00

00.00

13.64

4.00

21.43

5.00

21.43

11.11

18

14

23.81

9.09

18.18

4.00

7.14

5.00

14.29

22.22

26

15

9.52

4.55

31.82

16.00

7.14

35.00

21.43

19.44

35

16

00.00

22.73

13.64

4.00

14.29

20.00

14.29

13.89

24

108

17

4.76

31.82

9.09 12.00

28.57

10.00

7.14

Total 11.17

11.70

11.70 13.30

7.45

10.64

14.89

Note. ESSCR = Fear

13.89

26 71.99*

19.15 188

SurveySchedule for Children-Revised;

ATQ = Automatic Thoughts Questionnaire; CAPS = Checklist of Adolescent
Problem Situations; H5 = Hopelessness Scale; CDACL = Children's
Depression Adjective Checklist; STALL = State Anxiety Inventory;
SSRS = Social Skills Hating Scale; NIEC = Negative Major Life Events;
PLEC = Positive Major Life Events; PES = Pleasant Events scale; UPES =
Unpleasant Events scale; LEE1 = lying; LIE?. = Social Desirability.
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Figure 2:

Profile for Cluster # 1 using factor Derived Subscales

Note: GD = Generalized Demoralization; DW = Dependency and
Withdrawal? AN = Arihedania; SV = Somatic-Vegetative? AA = Anxiety
Absent; AP = Anxiety Present; WD = Worry/Over-sensitivity? SL =
Social QDfncerns/Cooncentration? FH = Physiological Anxiety; DA =
Depressive Affect; SC = Somatic Complaints.
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Figure 3: Profile for Cluster # 2 using factor Derived Subscales

Note: GD = Generalized Demoralization; DW = Dependency and
Withdrawal; AN = Arihedonia; SV = Scsnatic-Vegetative; AA = Anxiety
Absent; AP = Anxiety Present; WO = Worry/Over-sensitivity; SL =
Social Concerns/Canoentration; PH = Physiological Anxiety; DA =
Depressive Affect; SC = Somatic complaints.

concentration of males (77.27%) with the modal GPA of these students
being a "B" average.

Additionally, this cluster had the highest

concentration of 16- and 17-year-old's (54.55%).

Figure 4 presents

the profile of the unreplicated cluster.
Cluster # 4. As seen in Figure 5, the prominent features
ofthis cluster was the profile exhibited valleys on all but the
Arihedonia subscale.

Regarding the valleys, this group’s Worry and

Oversensitivitv subscale was one standard deviation below the
population mean.
(7.1%).

This cluster was the second smallest cluster

Regarding the demographic variables, Cluster # 4 also had

more males (63.64%) as compared to the other clusters. The average
modal GPA for this group was an "A" average (55.00%) with an
additional 30.00% receiving a "B" average.

This group had a higher

concentration of students from grades 9 through 11 (59.09%) which
also was reflected in the majority of these students being between
the ages of 13 through 16 (77.28%).
Cluster # 5. Similar to Cluster # 4, this group exhibited
depression and anxiety subscale scores well below the population
means on all eleven subscales (see Figure 6).

The lowest subscale

scores were obtained on the Despondency and Worry and Worry and
Oversensitivitv subscales.

This cluster had approximately the same

ratio of sales to females as occurred in the population. The modal
GPA was a "B" average (60.00%) and the majority of these students
were from grades 6 and 7 (61.54%).
Cluster # 6. This cluster was comprised of the smallest
proportion of students (6.7%).

All subscale scores were below the

average population mean profile (see Figure 7).

This group scored
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Figure 4:

Profile for Cluster # 3 using factor Derived Subscales

Note: GD = Generalized Demoralization; DW = Dependency and
Withdrawal; AN = Anhedonia; SV - Scanatic-Vegetative; AA = Anxiety
Absent; AP = Anxiety Present; WD = Worry/Over-sensitivity; SL =
Social Ccaicerns/Cancentration; EH = Riysiological Anxiety; DA =
Depressive Affect; SC = Somatic Complaints.
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Figure 5: Profile for Cluster # 4 using factor Derived Subscales

Note: (3) = Generalized Demoralization; DW = Dependency and
Withdrawal; AN = Anhedonia; SV = Scmatic-Vegetative; AA = Anxiety
Absent; AP = Anxiety Present; WD = Worry/Over-sensitivity; SL =
Social CJoncerns/Cancentratian; EH = Riysiological Anxiety; DA =
Depressive Affect; SC = Somatic Complaints.
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Figure 6: Profile for Cluster # 5 using factor Derived Subscales

Note: GD = Generalized Demoralization; DW = Dependency and
Withdrawal; AN = Anhedonia; SV = Scmatic-Vegetative; AA «= Anxiety
Absent; AP = Anxiety Present; WO = Worry/Over-sensitivity; SL =
Social Cbncerns/Oancerrtration; HI = Hysiological Anxiety; DA =
Depressive Affect; SC = Somatic Complaints.
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Figure 7: Profile for Cluster # 6 using factor Derived Subscales

Note: GD = Generalized Demoralization; DOT = Dependency and
Withdrawal; AN = Anhedonia; SV = Scsnatic-Vegetative; AA = Anxiety
Absent; AP = Anxiety Present; WO = Worry/Over-sensitivity; SL =
Social COncerns/Concentration; EH = Physiological Anxiety; DA =
Depressive Affect; SC = Somatic Oonplaints.

lowest an the following three scales:

Somatic-Vegetative Behavior.

Despondency and Worry, and Generalized Demoralization. This group
had a higher proportion of males (64.29%) than occurred in the
population and all students were "B” or "A" students. Ihis group
also had a higher concentration of students in grades 11 and 12
(46.00%).
Cluster # 7. This cluster represented 9.6% of the students
from the analysis sample.

As seen in Figure 8, this groups' profile

was markedly different from the other seven profiles. All subscales
were elevated approximately one standard deviation or more above the
mean.

Specifically, the highest elevation occurred on the following

three subscales;

Depressive Affect. Generalized Demoralization. and

Somatic Complaints. All three of these subscales were from one of
the two Depression Inventories. The subscales with the two least
elevations were;

Worry and Oversensitivitv. and Ehvsioloaical

Anxiety, both from the RCMAS anxiety scale.

This group had a higher

proportion of females (60.00%) who achieved a GPA of "B" or lower
(89.47%).

Over half of these students were 15 or 16 years of age

(55.00%).
Cluster # 8. Cluster # 8 was the second largest cluster group
(13.4%).

This group had a peak (1/2 SD) above the mean on the Worry

and Oversensitivity subscale with the majority of the other subscale
scores being below the mean fear the population (see Figure 9).
This cluster had the highest concentration of females (66.67%) with
the majority of students being 13 to 15 years of age (57.15%).
Cluster # 9. Cluster # 9 had the highest percentage of
subjects (17.2%) of the sample.

With the exception of the Anhedonla
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Figure 8:

Profile for Cluster # 7 using factor Derived Subscales

Note; GD = Generalized Demoralization; DW = Dependency and
Withdrawal; AN = Anhedonia; SV = Somatic-Vegetative; AA = Anxiety
Absent; AP = Anxiety Present; WD - Worry/Over-sensitivity; SL =
Social Conoerns/Cancentratian; IH = Physiological Anxiety; DA =
Depressive Affect; SC = Somatic Complaints.
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Figure 9: Profile for Cluster # 8 using factor Derived Subscales

Note: GD = Generalized Demoralization; DW = Dependency and
Withdrawal; AN = Arihedcnia; SV = Soroatic-Vegetative; AA = Anxiety
Absent; AP = Anxiety Present; WO = Worry/Over-sensitivity; SL =
Social Concerns/Concentration; HI = Physiological Anxiety; DA =
Depressive Affect; SC = Somatic Complaints.

subscale, all other subscale scores were at least slightly elevated
above the average population profile (see Figure 10).

Hie four

highest elevations occurred on subscales primarily measuring anxiety
related behaviors, namely, Anxiety Present, worry and
Oversensitivity. Social Ctonc^ms/Oonoentration. and Despondency and
Worry. The four lowest subscale elevations occurred on the
Anhedonia. Depressive Affect, and Somatic Complaints, aid
Physiological Anxiety. It is noteworthy that three of these
subscales were concerned with somatic behavior.

Additionally,

somewhat surprising was the slight elevation on the Anxiety Absent
subscale.

Regarding demographic characteristics, this group did not

differ from the population in terms of gender, however, the majority
of these students achieved an average GPA of a MB" or "C" average
(80.65%). Moreover, the majority of these students were high school
students (grades 9-12; 68.58%).
Cluster Differentiation. In order to provide additional
external validity, two discriminant analysis ware conducted with the
eight replicated clusters serving as the criterion variable.
Initially, a one way fixed effect multivariate analysis of variance
(MANOVA) was conducted to determine which dependent variables would
be included in the discriminant analyses.
were the following 13 summation scores;

This dependent variables
FSSCR, ATQ, CABS, HS,

CDACL, SSRS, UEES, EES, STAI-State form, MLEC, EEEC, and the two Lie
scales from the RCMAS (i.e., Lying, Social Desirability). Wilks
lambda (lambda = .20) multivariate test of significance indicated a
significant effect for cluster group, F(13, 195) = 6.39, p < .0005.
Table 24 presents the individual F-ratio values and the means of the
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Figure 10:

Profile for Cluster # 9 using factor Derived Subscales

Note: GD - Generalized Demoralization; DW = Dependency and
Withdrawal; AN = Ahhedonia; SV = Somatic-Vegetative; AA = Anxiety
Absent; AP = Anxiety Present; WO = WOrry/Over-sensitivity; SL =
Social Concerns/Concentration; m

= Riysiological Anxiety; DA =

Depressive Affect; SC = Somatic Complaints.

13 scales by cluster.

As seen in Table 24, the results of the 13

ANOVA's indicated significant differences on 11 of the 13 scales.
The two RCMAS lie scales (Social desirability, Lying) did not
significantly differentiate the cluster groups.
A direct discriminant function analysis using a split-sample
design revealed a significant discriminant function between the
clusters base! on the within group covariance matrix utilizing prior
group probabilities X2 (77) = 303.70, p < .0001.

The FSSCR, ATQ,

CAPS, HS, CDAGL, SSRS, UPES, EES, STAI-State form, NIEC, and ELEC
served as the predictor variables and cluster group was the
criterion variable.

The canonical correlation between the eleven

predictor variables and cluster group membership was .92 and
accounted for 85.42% of the variance (Lambda = .15).

Table 25 and

26 show the classification results from the calibration sample
(analysis sample) and cross-validation sample, respectively.
The overall correct classification accuracy was 72.83% for the
calibration sample and 33.13% for the cross-validation sample.

The

magnitude of the aforementioned percentages in relation to the
expected percentage of correct classifications, had assignment been
made randomly, indicated that classification based on the eleven
discriminating variables made 68.70% fewer errors (tau = .68; or 47
actual errors versus 150 expected by chance) in the calibration
sample and 22.45% fewer errors (tau = .22) with the cross-validation
sample (111 actual errors versus 143 expected by chance).
A stepwise discriminant analysis was conducted to identify the
best discriminating variables.

In this analysis the replicated

clusters served as the classification variable and the predictor
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Table 24
Means and F-Ratio Values of One-way ANOVA's for each Cluster
_______________________ Cluster_____________________
Scale

1

2

4

5

6

7

8

9

F

1

19.05

17.97

16.18

11.43

15.91

28.41

23.38

26.74

12.66**

2

54.78

42.81

41.52

34.49

41.03

86.75

49.72

71.55

54.47**

3

40.71

38.56

36.45

32.48

38.03

56.07

37.52

47.88

15.11**

4

4.59

2.25

2.73

1.80

1.68

8.17

2.37

5.67

21.16**

5

6.44

4.79

4.87

2.07

2.47

15.09

5.18

11.06

22.26**

6

81.70

88.51

92.05

94.62

99.76

80.30

92.28

87.88

5.65*

7

100.22

94.94

93.76

83.21

99.26

122.92

101.89

112.74

16.85*

8

128.46

143.69

140.69

144.89 164.35

127.77

143.38

139.26

5.64*

9

40.06

31.21

29.68

24.78

29.00

50.55

35.40

45.06

41.70**

10

2.08

4.09

3.32

4.68

5.86

2.54

3.90

3.23

5.67**

11

2.00

4.25

2.25

2.65

3.34

4.71

3.40

4.17

2.64*

12

.52

.46

.52

.63

.26

.51

.42

.40

.51

13

1.61

1.51

1.70

1.56

1.82

1.14

2.07

1.81

1.24

Note. 1 = Fear Survey Schedule for Qilldren-Revised; 2 = Automatic
thoughts Questionnaire; 3 = Checklist of Adolescent Problem
Situations; 4 = Helplessness Scale; 5 = Children's Depression
Adjective Checklist; 6 = Social Skills Rating Scale;
7 = Unpleasant Events scale; 8 = Pleasant Events scale;
9 = State Anxiety Inventory; 10 = Positive Major Life Events;
11 = Negative Major Life Events; 12 = lying; 13 = Social Desirability.
*p < .005
**p < .001

Table 25
Discriminant Analysis Classification Based on Calibration Sample
Actual
Cluster^
1

____________________Predicted Cluster___________________
1______ 2______ 4______ 5______ 6______ 7______ 8______ 9

(83.3)b
2

4

(11.1)

( 5.6)

(00.0)

(00.0)

0

0

(00.0) (00.0) (00.0)

2

0

0

1

(00.0)

(66.7)

( 9.5)

( 9.5)

( 9.5)

(00.0)

(00.0)

( 4.8)

15

3

0

0

0

1

(75.0)

(15.0)

(00.0)

(00.0)

(00.0)

( 5.0)

3

16

2

0

0

0

(12.5)

(66.7)

( 8.3)

(00.0)

0

1

13

0

(92.9)

(00.0)

0

13

0

1
( 5.0)

0

3
(12.5)

0

2

2
( 7.7)

9

0

2

0

(00.0) ( 7.1)

0

0

(11.1) (00.0)
8

0

2

(00.0) (00.0)
7

0

14

(00.0)
6

1

0

(00.0)
5

2

15

3

1

( 9.4) ( 3.1)

2
( 7.7)
0
(00.0)

^sing prior probabilities.
^Percent classified.

0

0

(00.0) (00.0)
0

3

(00.0)

(16.7)

16

2

(61.5)

( 7.7)

3

24

(00.0) (00.0) ( 3.1) ( 9.4)

(75.0)

(00.0) (00.0) (00.0) (72.2)

3
(11,5)

0

(00.0) (00.0)

1
( 3.8)
0

0
(00.0)
0

0
(00.0)
1

Table 26
*

Discriminant Analysis Classification for Cross-Validation Sample
___________________ Predicted Cluster_______ ;
___________

Actual
Cluster^

1

1

5

2

0
(00.0)

4

5
(25.0)

5

2
(11.1)

6

0

0

6

5

(26.1)

(21.7)

3

3

(15.0)

(15.0)

5

1

(27.8)

( 5.6)

2

2

0

5

1

(17.2)
9

1

4
(13.8)

3
(10.3)
0

2
( 3.1) ( 6.3)

(00.0)

®Using prior probabilities.
^Percent classified.

3

0

1

(13.0) ( 4.3)
3

1

(15.0) ( 5.0)
9

1

(50.0) ( 5.6)
3

(00.0) (00.0) ( 5.9)
8

0

6 ______ 7______ 8

(11.1) (00.0) (00.0)

(00.0) (22.2) (22.2)
7

5

2

1

(27.8)b ( 5.6)
2

4

0

(33.3) (00.0)
0

0

(00.0) (00.0)
5

1

(17.2) ( 3.4)
0

0

2
(11.1)
0
(00.0)
0
(00.0)
0

3
(16.7)
5
(21.7)
4
(20.0)
0

(00.0) (00.0)
0

2

9
5
(27.8)
3
(13.0)
1
( 5.0)
0

(00.0)
0

(00.0) (22.2) (00.0)
10
(58.8)
0
(00.0)
10

(00.0) (00.0) (31.3)

1
( 5.9)
7
(24.1)
4

5
(29.4)
4
(13.8)
15

(12.5) (46.9)

variables were the following eleven summation scores:

FSSCR, ATQ,

CAPS, HS, CDACL, SSRS, UFES, PES, STAI-State form, NIEC, and PLEC.
Hie results indicated a significant discriminant function using
Wilks (Lambda = .17) as the multivariate test statistic X2 (56) =
290.94, p < .00005.

Table 27 shows the best-discriminating variable

composite for discriminating between the clusters.

As seen in Table

27, variables which measure predominantly covert behavior
(cognitive) (i.e., ATQ, STAI-State form, FSSCR, HS) and overt
behavior (EES, UFES, NIEC, CAES) contributed to the discrimination
of the clusters.

Moreover, a comparison of the R2 = .92 obtained

from the direct discriminate analysis using all eleven predictor
variables and the R2 = .91 from the stepwise discriminate function
using the eight best-dimcrimimating variables shows that these eight
scales account for a considerable proportion of the variance in
group membership explained by the eleven predictor variables.

Table 27
Summary Table of the Best Discrimination Model and Cummulitive
R ? Values from the Stepwise Discriminant-. Analysis
Cummulitive
Step

Scale Entered

Increase in

R?

R?

ATQ

.61*

-

2

STAI1

.72*

.11

3

FSSCR

.75*

.03

4

EES

.78*

.03

5

UEES

.80*

6

HS

.81*

.01

7

NIEC

.82*

.01

8

CAPS

.83*

.01

•

o
to

1

*p < .0005
Note. FSSCR = Fear Survey Schedule for Children-Revised;
ATQ = Automatic Thou^its Questionnaire; CAPS = Checklist of Adolescent
Problem Situations; HS = Hopelessness Scale; STAI1 = State Anxiety
Inventory; NIEC = Negative Major Life Events; EES = Pleasant Events
scale; UFES = Unpleasant Events scale.

DISCUSSION
The purpose of the this investigation was to evaluate the
similarities and differences of the response classes of depression
and anxiety in pre-adolescents and adolescents.

The findings and

conclusions from this investigation are summarized in the following
paragraphs.
Reliability
The reliability of the independent and dependent measures was
assessed in terns of internal consistency, homogeneity, and in some
cases temporal stability.

Except for the positive major life events

subscale (PIEC), the independent and dependent measures demonstrated
the hypothesized levels of internal consistency, homogeneity and
test-retest reliability, thus giving partial confirmation to
Hypothesis 1.

The findings of this study indicated that the BDI,

RADS, STAI-Trait form, ROfAS, FSSCR, ATQ, CAPS, HS, GDACL, STAIState form, SSRS, NIEC, RES, and UFES evidenced high internal
consistency (r > .80) and adequate homogeneity (r > .20), whereas
the PIEC subscale demonstrated moderate internal consistency and low
homogeneity.
The internal consistency and homogeneity findings from this
study replicated previous researchers findings for the BDI (Carey et
al., 1986), RADS (Reynolds, 1987), STAI (Trait and State forms)
(Spielberger, 1983), RCMAS (Reynolds & Richmond, 1985), CDACL
(Brewer & lubin, 1983), EES (Carey et al., 1986), and UFES (Carey,
et al., 1986).

Retrospective inspection of the PIEC, indicated that

the moderate internal consistency and low homogeneity of the PIEC
seems to be due to the lack of variability (i.e., restriction of
136

range) in the subjects responses.
The results of the temporal stability analyses for those
measures lacking test-retest reliability with adolescents indicated
that the HS, FSSCR, ATQ, SSRS, CAPS, FES, and UFES demonstrated
adequate temporal stability.

Not surprisingly, the PES and UEES

obtained the lowest test-retest correlation coefficients because
both of these subscales assess the frequency of pleasant and
unpleasant events vhich have occurred over the past two weeks. The
present findings suggest that the independent and dependent measures
can be reliably used to assess pre-adolescent's and adolescent’s
behavior.

Future studies are needed examining the psychometric

characteristics of several of the these measures with referred
populations.
Criterion-Related Validity
The criterion related validity of the independent and dependent
measures was evaluated using a series of correlation analyses. These
analyses evaluated the relations between the independent and
dependent measures with themselves and with several salient
demographic variables.

These correlation analyses indicated the

independent variables were significantly correlated with one or more
of the eleven dependent measures, except for negative major life
events (NIEC), giving partial confirmation to Hypothesis 2.
The correlation analyses indicated that several of the measures
were slightly correlated with age, sex, race, or grade.
Specifically, the findings indicated that 6 of the 16 independent
(RADS, RCMAS) and dependent variables (FSSCR, CQACL, STAI-State
form, SSRS) correlated significantly with one or two of five

demographic (age, gender, race, SES, grade) variables.

However,

only the correlation between the FSSCR and gender accounted for more
than 4% of the variance.

The small hut significant relations

between the RADS and age and RADS and grade were similar to the
findings of Reynolds (1987).

Similarly, the relation between the

RCMAS and grade paralleled the findings of Reynolds and Richmond
(1985).
A second correlation matrix, examining the relations between
the independent variables (RADS, BDI, RCMAS, STAI-Trait form) and
the Lie scale of the BCWAS, demonstrated that non® of the
independent measures were significantly influenced by social
desirability or lying.

As expected the two depression and two

anxiety measure total scores were moderately to highly correlated
and shared from 25% to 50% of the variance according to R2. These
findings were not surprising because other investigators had
previously demonstrated similar levels of shared variance (Eason, et
al., 1985? Reynolds, 1985; Reynolds, 1987).

Reynolds (1987) has

suggested that the relations between self-report depression and
anxiety measures are spuriously inflated due to the overlap in the
item content of anxiety and depression self-report measures.
Two additional correlation matrices were calculated to examine
the inter-relations of the dependent variables and the relations
between the independent and dependent variables.

As might be

expected, the dependent measures which measured pleasant major or
daily events and social skills consistently were negatively related
to the remaining measures which assess dysfunction in either overt
or covert behavior, whereas the majority of the remaining

correlation coefficients shewed positive relations.
Extreme Groups MftNOVA Analysis
Originally, a 2 (Gender) X 4 (Trait) fixed effects MANOVA was
planned; however, two of the "Traits" (i.e., anxiety present,
depression present) had zero cell sizes.

Thus, the MANOVA analysis

was revised to a 2 (Gender) X 2 (Trait) fixed effects MANOVA. Tie
results of the MANOVA analysis were generally consistent with the
predictions from Hypothesis 2.

Tie anxiety and depression present

group scored significantly higher and in the predicted direction, in
terms of fears, dysfunctional automatic thoughts, parent-adolescent
conflict, feelings of hopelessness, dysphoric mood, state anxiety,
negative major life events, and frequency of unpleasant daily events
as compared to the anxiety and depression absent group.

Moreover,

the anxiety and depression present group scored significantly lower
in terms of the frequency of pleasant daily events and social
skills, whereas no significant differences were obtained in tentis of
positive major life events.
Several hypotheses arise which may explain the absence of the
other two "trait" cells.

First, as Craighead (1981) has proposed

with adults, the anxiety present and depression present groups may
be to rare too economically be sampled.

According to this

hypothesis, a substantially larger sample would be required to fill
the remaining two groups.

An alternate hypothesis is that the

anxiety present and depression present "Traits" do not exist,
suggesting that anxiety and depression are part of the same syndrome
or disorder (lewis, 1966).

Although, this hypothesis still has its

supporters, the currently available findings in the child and

adolescent literature provide sane support for the notion that
anxiety and depression can be differentiated (Blumberg & Izard,
1983; Norvell et al. 1985).

A third explanation concerns the use of

overly stringent criteria to form the "Trait" groups.

Although this

particular hypothesis initially seemed appealing, retrospective
examination of alternate criteria (upper/lower thirds, upper/lower
40%, median split) also failed to yield these two groups.
A more plausible explanation has been proposed by Norvell et
al. (1985).

Specifically, Norvell et al. suggested that the inter

relation of anxiety and depression in childhood and adolescence is a
complex problem.

As Reynolds (1987) suggested the large percentage

of shared variance between depression and anxiety measures is
partially due to the overlap of items with similar content on
anxiety and depression measures which, confounds the differentiation
of depression and anxiety distinguishing features. As Acheribach
(1987) suggested it appears that a more plausible approach may be to
use a multidimensional versus a unidimensional approach to the
assessment of pre-adolescents and adolescents problem behavior
(Achenbach, 1987).
duster Analysis
In contrast to the apriori selection of groups used in the
MANOVA analysis, non-hierarchical cluster analyses were conducted
which made no a priori assumptions regarding the number of groupings
(clusters) present in the sample.

Hie clusters were formed using

factor-derived subscales from the four independent measures (BDI,
RADS, RCMAS, STAI-Trait form). To facilitate comprehension the
names of the subscales are listed below:

Depressive Affect. Somatic

Complaints. Generalized Demoralization. Despondency and Worry.
Somatic-Vegetative Behavior. Arihedonia. Anxiety Present. Anxiety
Absent. Worry and Oversensitivity. Social Concerns/Conoentration.
and Ihvsioloqical Anxiety. In general, the results of the cluster
analyses were consistent with Hypothesis 3.

Specifically, clusters

were derived that resembled! depression and anxiety present,
depression present, anxiety present, and depression and anxiety
absent.

Using the aforementioned subscales nine clusters were

retained from the analysis sample of which eight replicated with the
cross-validation sample.

Additionally, approximately 73% of the

students from the replicated clusters from the analysis sample could
be discriminated using measures which were not used in the formation
of the clusters.
Three of the clusters (i.e., clusters 4, 5, 6) appear to
represent pre-adolescents and adolescents without any particular
dysfunction in any of the assessed areas which are associated with
depression or anxiety.

These three clusters (i.e., 4, 5, 6,) seem

to represent the hypothesized depression and anxiety absent group.
Individuals in these three clusters also manifest self-reported
superior academic performance (i.e., A's or B's). Although all three
of these clusters prominent feature was the absence of dysfunction
it should be noted that each of the clusters profiles differed in
shape and amplitude.
Two clusters (i.e., 2, 8) appear to represent two distinctive
pure anxiety groups.

Cluster # 2 had prominent elevations on the

Somatic-Vegetative Behavior subscale from the RADS and on the
Ehvsioloqical Anxiety subscale from the RCMAS.

Cluster # 8, had a

flatter profile with a prominent elevation an the Worry and
Oversensitivity subscale of the RCMAS and an associated relative
peak (i.e., in comparison to the other profile points) on the
Despondency and Worry subscale.

Concerning Cluster # 2, the

majority of these students were males from grades 6 and 7 who were
obtaining a self-reported "B" average.

In contrast, the majority of

Cluster # 8 students were females who were 13 to 15 years of age.
It appeals that these two clusters represent the hypothesized
anxiety present group.
Two clusters (i.e., 7, 9) evidenced prominent elevations on
subscales related to both anxiety and depression.

Concerning

cluster # 7, this cluster's three most prominent peaks occurred on
the Depressive Affect. Generalized Demoralization. Somatic
Complaints subscales, however, all of the remaining subscales were
elevated approximately one standard deviation or more above the
sample mean.

Another noteworthy characteristic of cluster # 7 was

that the two subscales with the least elevation were related to
anxiety: Worry and Oversensitivity and Ehvsioloqical Anxiety. The
majority of students frcm cluster # 7 were 15 to 16 years of age and
self-reported obtaining a "B" or "C" average in there courses.

In

contrast, cluster # 9 prominent elevations occurred on the Anxiety
Present. Social Concems/Ooncentration. Worry and Oversensitivity,
and Despondency and Worry subscales, whereas the subscales with the
least elevation were: Depressive Affect and Arihedania. The majority
of students from cluster # 9 were from grades 9 through 12 and had a
"B" or "C" grade point average.

Both of these clusters appear to

represent the hypothesized depression and anxiety present group,

although there overall profile shapes suggest that cluster # 7
exhibited more depression related behavior whereas, cluster # 9
evidenced more anxious behavior.
The final replicated cluster was cluster # 1.

Cluster # 1

shewed elevations on the Arhedonia and Anxiety Absent subscales. The
majority of students from this cluster were older (ages 16-17) sales
who were obtaining a "B" grade point average.

This cluster clearly

approximates the hypothesized depression present group in with a
mild to moderate degree of dysfunction in depressive behavior.
In summary, cluster (s) were obtained which approximated each of
the four hypothesized groups.* depression and anxiety present,
depression and anxiety absent, depression present, anxiety present.
Each of these clusters had distinguishing demographic features and
could be discriminated using external measures not used in the
formation of the clusters.
Summary and Conclusion
The present investigation compared the findings using a
unidimensional and multidimensional approach to evaluate the
similarities and differences of the response classes of depression
and anxiety using psychometrically sound self-report assessment
measures.

This investigation obtained two minor findings and two

major findings.

These findings and the conclusions drawn from them

are presented below.
One of the minor findings from the present investigation has
been to provide optimistic data concerning the psychometric
characteristics (i.e., internal consistency, homogeneity, testretest reliability) of the assessment measures used in this

investigation. Another minor finding has been the replication of
previous researchers findings concerning the percentage of shared
variance between self-report assessment instruments of depression
and anxiety (Reynolds, 1987).

In addition, two major findings were

obtained.
First, when total scores from psychometric assessment measures
of depression and anxiety are used to a priori form extreme groups
(i.e., depression and anxiety present, depression and anxiety
absent, depression present, anxiety present) the findings are
consistent with that in the adult literature.

That is, as Craighead

(1981) stated the depression present without anxiety and the anxiety
present without depression occur too infrequently to economically be
studied.

This has lead a number of adult depression and anxiety

researchers to assume that the two disorders are not distinct
disorders (Dobson, 1985? Roth et al., 1972).

An alternative to the

these conclusions is that the methodology used was overly
simplistic, yielding misleading conclusions. Specifically, the use
of a unidimensional measurement approach for complex,
multidimensional response classes (i.e., depression, anxiety) has
lead to inconclusive and possibly misleading results.
The second major finding was that when a multidimensional
versus an unidimensional methodology was employed all four "trait"
(i.e., depression and anxiety present, depression and anxiety
absent, depression present, anxiety present) were identified. The
multidimensional methodology employed was the use of ncnhierarchical cluster analyses using factor-derived subscales from
the four most widely used and validated depression (RADS, BDI) and

anxiety (RCMAS, STAI-Trait form) measures.

Furthermore, these four

"traits" could be statistically differentiated using demographic
variables and a set of other assessment instruments measuring
response classes related to depression and/or anxiety. Thus,
providing further external validation of the obtained groups
(clusters). Assuming that the findings from this studies cluster
are replicable, these findings may have important implications for
the assessment and treatment of depressive and anxiety disorders
with adolescents.

For instance, such multidimensional profiling may

assist professionals in the accurate identification of target
behaviors for intervention or may provide indications of the youths
short or long-term prognosis.
A limitation of the present study was the predominant reliance
on a non-referred sample of pre-adolescents and adolescents.
Therefore, future research, is needed examining whether similar
findings can be obtained with referred populations of preadolescents and adolescents.

A second limitation, in regards to the

cluster analyses was that the factor-derived subscales were
moderately correlated, thus increasing the likelihood of the degree
of overlap between the clusters.

Thus, future studies employing

orthagcnal factor-derived subscales are needed to determine whether
they would increase the degree of separation between the obtained
groups.

Moreover, studies are needed examining the postdictive and

predictive validity of the identified groups on criterion referenced
variables.
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SELF-EVALUATION QUESTIONNAIRE

STAI Form Y-t

DIRECTIONS: A number of statements which people have used to
describe themselves are given below. Read each statement and then
blacken in the appropriate circle to the right of the statement to indicate how you feel right now, that is, at this moment. There are no right
or wrong answers. Do not spend too much time on any one statement
but give the answer which seems to describe your present feelings best.

1. 1 feel calm

4
4

.

^

.
«
“*>•

*0

.......................... ...........................................................

®

©

©

©

2. I feel secure .......................................................................................

©

©

©

<£

3. 1 am tense ............................................................................................

©

©

@ ©

4. I feel stra in e d .......................................................................................

©

©

©

©■

5. 1 feel at ease ........................................................................................

©

©

©

©

6. I feel upset ..........................................................................................

®

©

©

©

7. I am presently worrying over possible misfortunes .........................

©

©

© ©

8. I feel satisfied .......................................................................................

©

©

©

9. I feel frightened ..................

©

©

© ©

10. 1 feel comfortable ...............................................................................

©

©

© ©

11. 1 feel self-confident .............................................................................

©

©

©

©

12. 1 feel nervous .......................................................................................

©

©

®

©

13. la m jittery ........................................................

©

©

©

14. 1 feel indecisive ...................................................................................

©

©

© ©

15. I am relaxed .........................................................................................

©

©

© ©

16. I feel content .......................................................................................

©

©

© ©

17. 1 am worried .......................................................................................

©

©

© ©

18. I feel confused .....................................................................................

®

©

© ©

19. I feel steady

®

©

© ©

20. I feel pleasant.......................................................................................

©

©

© ©

Consulting Psychologists Press

©

©

SELF-EVALUATION QUESTIONNAIRE
STAI Form Y-2

DIRECTIONS: A number of statements which people have used to
describe themselves are given below. Read each statement and then
blacken in the appropriate circle to the right of the statement to in
dicate how you generally feel. There are no right or wrong answers. Do
not spend too much time on any one statement but give the answer
which seems to describe how you generally feel.
21. I feel pleasant.........................................................................
22. I feel nervous and restless .....................................................
23. I feel satisfied with m y self.....................................................
24. 1 wish 1 could be as happy as others seem to be : ...............
25. i feel like a failure ................................................................
26. I feel rested ...........................................................................
27. I am "calm, cool, and collected*' ..........................................
28. I feel that difficulties are piling up so that I cannot overcome them
29.

1

worry loo much over something (hat really doesn't matter ..........

30. 1 am happy ..........................................................................................
31. 1 have disturbing thoughts ................................................................
32. I lack self-confidence ___ .’................................................................
S3. I feel secure ........................................................................................
34. 1 make decisions easily ........................................................................
35. 1 feel inadequate .................... ............................................................
36. 1 am content ........................................................................................
37. Some unimportant thought runs through my mind and bothers me
38. 1 take disappointments so keenly that 1 can't put them out o f my
mind .....................................................................................................
39. 1 am a steady person .........................................................................
40. 1 get in a state of tension or turmoil as 1 think over my recent concerns
and interests ........................................................................................

C opyright /V<W. /V77 i>f.'Aar/rtD . Sptrtbrrgrr. Rrpruttw tiam o f ik it Ira nr any portion O trrm f
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AAC
INSTRUCTIONS: The following Is a list of activities that may be
experienced by people your age. The list contains activities
and events which people sometimes find pleasant or unpleasant.
You will be asked to rate HOW MANY TIMES each event has been
experienced by you in the last two weeks.
A pleasant activity
is one that is PLEASANT. ENJOYABLE, or REWARDING. An unpleasant
activity is one that is UNPLEASANT. AVERSIVE. or PUNISHING. There
is no right or wrong answer to each of the activities.
Please
rate each activity, work quickly and CIRCLE your answers. You can
use the following rating scale as a guide to rating the
activities.
RATING SCALE:
HOW MANY TIMES IN THE LAST TWO WEEKS HAVE THESE ACTIVITIES OR
jgVENTS HAPPENED TO YOU? (Please answer each question by rating the
item on the following scale)
1 » This has NOT happened to me in the last two w e e k s .
2 « This has happened a FEW TIMES (1 to 3 times) in the
last two weeks.
3

b

This has happened SEVERAL TIMES (4- to 7 times) in
the last two weeks.'

4

b

This has happened
last two weeks.

5

b

This has happened VERY OFTEN (13 or more times) in
the last two weeks.

OFTEN (8 to 12 times) in the

H E R E ’S AN EXAMPLE:
Going to the dentist.
How Often?

"

1
2_____ 3
4 ______ 5
(a) (1-3) (4^7) (8-12) (13 or more)

PLEASE REMEMBER TO RATE EACH ITEM BASED UPON YOUR EXPERIENCES IN
THE LAST TWO WEEKST
'

2
SCALE:

1.

How Often?

3

4

1 2

3

4

1 2

3

4

1 2

4

1 2

4

1 2

3

4

How Often?

1 2

3

4

10. Answering a question
correctly.
How Often?
1 2
3 4

1 2

3

4

3

4

How Often?

5

1 2

3

4

5

3

4

5

3

4

5

Being punished.
How Often?

1 2

Being relaxed.
How Often?

5

1 2

20.

Being forced to do some
thing I do not want to do
How Often?
1 2
3 4 5

21 .

Sitting in the sun.

5

How Often?

5

22.

23.

3

4

5

1 2

3

4

5

Hearing my parents argue.
How Often?

5

1 2

Dancing.
How Often?

5

5

4

Laughing.

t

1 2

3

17.

CM

How Often?

1 2

Being turned down for a
dat e .
How Often?
1 2
3 4 5

5

12. Being told I am needed.

5

16.

5

11 . Arguing with a friend.
How Often?

How Often?

5

Eating a disliked food.

4

Taking a walk.

19.
3

3

15.

18.
3

2

Having a distant friend
call or visit.
How Often?
1 2
3 4 5

5

Worrying.
How Often?

9.

1 2

1

14.
5

Having spare time.
How Often?

8.

4

Being lied to.
How Often?

7.

3

Smoking.
How Often?

6.

1 2

Being in trouble at school
How Often?

5

Going out on a d a t e .
How Often?

5.

4

Receiving a gift.
How Often?

4.

3

Cheating.
How Often?

3.

1 2

4
5
3
(4-7) (8-12) (13 or more)
13.

Being misled.
How Often?

2.

2
(1-3)

1
(0)

1 2

3

4

5

1 2

3

4

5

Shopping.
How Often?

180

SCALE: How Often?

1_______2______ 3______ 4______ 5_
(WJ
(1-3)
(4-7) (8-12) (13 or more)

25. Making a new friend.
How Often?
1 2 3 4

38'.
5

Being cut down.
How Often?
1 2

4

5

26. Having to study (do homework) . 39. Spending time with my
f ami l y .
How Often?
1 2
3 4 5
How Often?
1 2
3 4

5

27. Being with someone I like.
How Often?

1 2

3

4

5

28. Eating a snack.
How Often?
1 2

3

4

5

41 .

29. Having a good conversation.
How Often?

1 2

40.

3

4

42.

5
43.

31. Dressing nice.

44.

How Often?

1 2

3

4

How Often?

1 2

3

4

How Often?

1 2

45.

5

33. Helping someone.
4

1 2

3

4

5

Singing.
How Often?

1

3

4

5

2

3

4

5

2

3

4

5

Meeting someone of the
opposite sex that your
attracted to.
How Often?
1 2
3 4

5

1

Getting a date.
1

Swimming.
1

2

3

Falling at something
How Often?

5

2

Lying to someone.

How Often?
46.

3

How Often?

How Often?

5

32. Being unable to find a Job.

Being smiled at.

How Often?

30. Having problems with my
girlfriend or boyfriend.
How Often?
1 2
3 4 5

3

1

4 "5

.

2

3

4

5

2

3

4

5

4

5

34. Having to do chores (mowing'
l a w n , dishes, laundry, e t c .)
How Often?
1 2
3 4 5

47.

35. Complimenting or praising
someone.
How Often?
1 2
3 4 5

48.

36. Breaking up with my boy
girlfriend.
How Often?
1 2
3 4
37. Spending the night with
friend.
How Often?
1 2
3 4

or

49.

Not having to take a test

5
a

50.

How Often?
1 2 3 4 5
Buying something (e.g.,
clothes)
How Often?
1 2
3 4 5

5

Being Insulted.
How Often?

1

Listening to music.
How Often?

1 2

3

181

S CA LE: How Often?

J_______ 2______ 3______ 4
5...
(1T5
Tv-51
(4-7) (8-12) (15 or more)
64.

51. Being Ignored.
How Often? 1 2

3

4

5

Being excluded.
How Often?
1 2

3

4

5

65.

Being alone with my boy or
girlfriend.
How Often?
1 2
3 4 5

55. Being with an unpleasant
person.
How Often? 1 2
3 4 5

66.

Being asked for my advice.

54. Being misunderstood.

67.

52. Going to a party.
How Often?

How Often?

1

2

1 2

3

3

4

4

5

How Often?

3

4

5

Uncomfortable weather.
How Often?

5

1 2

1 2

3

4

5

Being grounded.
How Often?
1 2

3

4

5

55. Going out for the evening.
How Often? 1 2
3 4 5

68.

56. Feeling guilty.

69.

Being 'clumbsy (dropping,
spilling, knocking over
something).
How Often?
1 2
3 4 5

70.

Talking on the p h o n e .

How Often?

1 2

3

4

5

57. Riding a bike.
How Often?

1 2

3

4

5

58. Getting a bad grade.
How Often? 1 2
3 4

5

71 .
72.

59. Enjoying the outdoors.
How Often?

1 2

3

4

1 2

3

73.
4

4

5

Being gossiped about.
How Often?
1 2
3 4

5

3

1

2

3

4 "5

Not having enough time.
How Often?

5

1 2

Going to a class I enjoy.
How Often?

5

60. Eating a meal I like.
How Often?

How Often?

1 2

3

4

5

74.

Doing poorly at an athletic
event.
How Often?
1 2
3 4 5

62. Working on something when
I ’m tired.
How Often? 1 2
3 4 5

75.

Being around someone that
brags.
How Often?
1 2
3 4 5

63. Being with happy people.

76.

Getting a good grade.

61. Going out to eat.
How Often?

How Often?

1 2

1 2

3

3

4

4

5

5

How Often?

1 2

3

4

5

5
S C A L E : How Often?

1_______2______ 3
4______ 5__
(0l
(1-3)
(4— 7) T a - 1 2 ) (13 or more)

77. Feeling the presence of the
Lord In my life.
How Often?
1 2 3 4-5

9 0 . Death of someone 1 felt
close to.
How Often?
1 2 3
4 5

78. Talking with my girl or
boyfriend.
How Often?
1 2
3 4 5

91.

Hot being able to use the
phone.
How Often?
1 2 3
4 5

79. Having a minor injury or'
pain.
How Often?
1 2
3 4 5

92.

Listening to someone

80. Being blamed for something
I did not do.
How Often?
1
2 3 4 5

93.

81. Making up with my boy or
girlfriend.
How Often?
1 2
3 4 5

94.

Knowing that someone I know
uses drugs or alcohol.
How Often?
1 2 3
4 5

82. Having one of your parents
out of town.
How Often?
1 2
3 4 5

95.

Making plans for the
weekend.
How Often?
1 2 3

83. Having to clean the house
(e.g., bedroom).
How Often?
1 2 3 4 5

96.

Having one of your parents
unhappy or depressed.
How Often?
1 2 3
4 5

84. Being complimented or
praised bj someone.
How Often?
1 2 3 4

97.

Doing something poorly.

1 2

3

4

5

1 2

3

4

5

3

4

5

Working on cars.
How Often?

How Often?

5

85. Arguing with a family member.
How Often?

complain.
How Often?

1 2

1 2

3

4 5

4 5

98. Having a disagreement
with a brother or sister.
How Often?
1 2 3
4 5

86. Having a friend or relative
in poor health.
How Often?
1 2 3 4 5

99.

87. Sleeping soundly at night.
How Often?
1 2 3 4 5

100. Getting into a fight.
How Often?
1 2 3
4 5

88. Having something break.
How Often?

1 2

3 4

5

89. Being noticed as attractive.
How Often?

1 2

3 4

5

Having peace and quiet.
How Often?

1 2

3

4 5
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SSRS - Self Report
Fora A
Frank H. Gresham & Stephen N. Elliott
Louisiana State Dhiversity
and
American Guidance Service
I.

STODENT INFCBMKnCN

Your Name
Hale

Female

Grade

Age

Races White

Date of Birth

/
/
Ho. Date Year

Other

Black

DIRECTIONS - On the following pages are items which describe what some
kids do. Please read each item and think about yourself, then rate bow often
the item is Tfcoe for you and bow Important the item is to vour relationships
with other people. Use the following information to cosplete your ratings.
Rating Bow Often an Item is True of.You
If an item is Bat YYue most of the time, circle 0
If an item is Sometimes True, circle 1
If an item is Often Troe, circle 2
Rating Bow important an item is to vour relationships ..with.Others.
If an item is Otaisportant to your relationships, circle 0
If an item is Xsporfant to your relationships, circle 1
If an item is Critical to your relationships, circle 2
Look at the exanples below before turning the page. Be sure to ask questions if
you do not understand a word or how to rate an item.
Not Sometimes Often
True
True True
I like to talk to people.

0

I enjoy going places with
a group of classmates.

0

1
2

Qnim- Imporportant tant

Critical

0

2

0

2

B u d each item to yourself. There are no right or wrong answers.
M u m rating how Often* 0 - H3T 7HJE
Mien rating how nportant:

1 - SOMETIMES B5JE

0 " GtaHKSEMJT

2-

1 " JMPCRQUtT

Hot Sometimes Often
True True
True

CFTEM TRDE
2 " QUTICM,

tfciispor*tant important Critical

X.

I show a good sense
of humor.

0

1

2

0

1

2

2.

Z like everyone I know.

0

1

. 2

0

1

2

3.

X show that I like
continents or praise
from peers.

0

1

2

0

1

2

I do nice things for
myself when Z
deserve It.

0

1

2

0

1

2

5.

Z can accept other
people who are
different from se.

0

1

2

0

1

2

6.

Z uric classmates to join
in an activity or game.

0

1

2

0

1

2

Z like everything about
schools.

0

1

2

0

1

2

Z pay attention to the
teacher when a lesson
Is being taught.

0

1

2

0

1

2

Z ccnplete classroom work
within the required tine. 0

1

2

0

1

2

Z feel sorry for others
when bad things happen
to then.

0

1

2

0

1

2

X use a good tone of
voiee In classroom
discussions.

0

1

2

0

1

2

Z follow the teacher's
directions.

0

1

2

0

1

2

Z politely question rules
which any be unfair.
0

1

2

0

1

2

4.

7.
8.

9.
10.

11.

12.
13.

14. Z l9 *>re or change the
subject when teased or
called noses by others.

0

1

2

0

1

2

15. Z aak adults for help
when peers try to hit me
or push ms around.

0

1

2

0

1

2

16. Z try classroom tasks
before asking the teacher
for help.
0

1

2

0

1

2

0

1

2

0

1

2

0

1

2

0

1

2

0

1

2

0

1

2

17.

Z use ay free time In an
acceptable way.

18. Z tall the truth.
19.

Z start talks or
conversations with new
class meebera.

Hot Sometimes Often
True ttue
True

Dhirportant important Critical

I tell new people ay
name without being asked
or told.

0

1

Z say nice things to
others when they do well.

0

1

Z praise peers.

0

1

bj parents say.

0

I

Z cooperate with others
without being told.

0

1

2

0

1

2

Z talk with elasaaates
when there is a problem
or an agrment.

0

1

2

0

1

2

0

1

2

0

1 2

0

1

2

0

1 2

28.

Z reed in front of the
class or group when asked
without feeling nervous.
0

1

2

0

1 2

29.

Z keep wj desk clean and
nest.

0

1

2

0

1

2

30.

Z do sy faosework on time.

0

1

2

0

1

2

31.

Z never get opart or
angry.

0

1

2

0

1

2

Z nicely question a peer
when they take something
from me without asking.

0

1

2

0

1

2

Z share of opinions or
beliefs about things by
giving reasons for sy
opinions or beliefs.

0

1

2

0

1

2

Z volunteer to help
others on classroom
tasks when naadad.

0

1

2

0

1

2

Z politely refuse to do
things that are not
right.

0

1

2

0

1

2

Z ifporw classmates who
are clowning around in
class.

0

1

2

0

1

2

Z say nice things to
peers when they have
done well.

0

1

2

0

1

2

38.

Z sake friends easily.

0

1

2

0

1

2

39.

Z disagree with adults
without flgbting or
arguing.

0

1

2

0

12

20.

21.
22.
23.
24.
25.

Z ask permission to use
mother person's

27.

Z ask for the teacher's
help or for information
when Z don't mderstand
something.

33.

34.

35.

36.

37.

2

0

1 2

0

1

2

0

1

2

Z agree with everything

26.

32.

2

_0

1

2

Jbt Soavtfnes often
True xtue
Tram

Ohisportent Important Critical

40.

X politely aafc ay parents
0
for privileges.

1

2

0

1

2

41.

X ask friends for help
with of prcblaaa.

1

2

0

1

2

42.
43.

X aafc ay friends to do
favors for ne.

0

1

2

0

X invite otters to engage
0
in social activities.

1

2

0

2

0

1

2

44. X m always nice to
otters.

45.
46.

47.

48.

49.

0

0

1

2
2

X ask semens X like for
a date.

0

1

2

0

1

2

X start conversations
with opposite sex peers
without feeling uneasy
or nervous.

0

1

2

0

1

2

X give oosplioents to
■asters of the opposite
sax.

0

1

2

0

■1

2

X tall other people when
they have done seoething
mil.

0

1

2

0

1

2

X listen to ay friends
than they talk about
pnblesa they are having. 0

1

2

0

1

2

SO. X anile, wave, or nod at
others.

0

1

2

0

1

2

X and arguoents with ay
parents calaly.

0

1

2

0

1

2

52. X take eritici® froa ay
parents without losing ay
0
oool.

1

2

0

1

2

51.

X accept punishEaent
without blowing up at
adults.

0

1

2

0

1

2

X tell adults when they
have done acaething
for a* that X like.

0

1

2

0

1

2

X listen to adults when
they are having a
discussion with ae.

0

1

2

0

1

2

X enjoy talking with
ay parents.

0

1

2

0

1

2

57.

X aoaproalse with parents
or teachers when we have
dlsagteeaants.
0

1

2

0

1

2

58.

X appropriately tell
others ay opinion when
they criticize the
people I data.

1

2

0

1

2

S3.

54.

55.

56.

0

Mot
true

Often
true

Srae

Onisportent Important Critical

59. I o b active in several
school activities such
as sports or clubs.
60. Z appropriately tell
teachers when they have
■ unfairly.

61. Z try to understand bow
ay friends are feeling
when they a n angry,
or i
62.

Z appropriately tell
others when Z aa
spset with then.

63. Z let peers know that Z
like then by either
telling or showing th«a.

2

2

64.

Z always tell the truth.

2

2

63.

Z control sy taper in
situations where people
a n angry at ae.

2

2

2

2

66. Z am confident on dates.
67. Z get the attention of
sobers of the apposite
without feeling
68. Z do nice things for sy
parents such as help out
with household chores
without being asked.

2

69. Z avoid doing things with
others that say get ae in
trouble with adtf.es.

2

70. Z stand up for sy friends
when they have been
unfairly criticized.

thank you very auchi
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DEMOGRAPHIC SHEET
DATE_______
BIRTH DATE

/
MONTH

OAV

/
YEAR

DIRECTIONS: PLACE AN X NEXT TO THE AGE. SEX, RACE. AND GRADE
CATEGORY WHICH APPLIES TO YOU.
AGE: ___ 11
12
13
1*

YEARS
YEARS
YEARS
YEARS

GENDER: ___ MALE
RACE:

___ WHITE

GRAOE:_____ 7TH
__ 8TH
9TH
GRAOE A V E R A G E
A
___ B
(THIS TERM)
C
DIRECTIONS:
THEIR JOB:

__
___
___
___

15
16
17
18

YEARS
YEARS
YEARS
YEARS

____ FEMALE
____ BLACK

____ OTHER

___ 10TH
___ 11TH
___ 12TH
___ D
___ F

PLEASE TELL US WHAT YOUR FATHER AND MOTHER 00 FOR

WHAT IS YOUR FATHER’S JOB 7
WHAT IS YOUR MOTHER’S JOB 7
WHAT IS THE HIGHEST LEVEL OF EDUCATION COMPLETED BY THE
PERSON WHO SUPPORTS YOUR FAMILY7
SOME ELEMENTARY SCHOOL
SOME HIGH SCHOOL
GRADUATED FROM HIGH SCHOOL
SOME COLLEGE/UNIVERSITY
GRAOUATEO FROM 4-YEAR COLLEGE/UNIVERSITY
GRADUATED WITH A PROFESSIONAL OEGREE (M.A.. PhD., MD)
PLEASE TELL US HOW MANY BROTHERS ANO SISTERS ARE
LIVING IN YOUR HOME IN THE SPACE BEL0W7
BROTHERS
SISTERS
WHAT IS THE STATUS OF YOUR CURRENT LIVING SITUATION? (CHECK ALL
THAT APPLY)
___ LIVING WITH MOTHER
BOTH PARENTS LIVING IN HOME
LIVING WITH FOSTER PARENTS
___ LIVING WITH FATHER
__ _ MOTHER OECEASED
___ PARENTS DIVORCED
FATHER DECEASED
___ PARENT(S) REMARRIED
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CONSENT FORM

You are being invited to participate in a study
of teenagers.
The purpose of this study is to examine how teenage
like yourself are feeling and thinking. You will be asked to
complete several lists of questions during your class period,
which will ask you about your thoughts and feelings. We will
also ask you to answer some more questions tomorrow.
Answering the questions will take about 45 minutes each
time.
You may get some value out of the study by thinking about
some of the questions. All information from the questions you
answer and any other contact we have with you will remain strictly
confidential.
We ask you not to write your name on any of the
sheets so no one can ever identify who you are. The results
of this study will be reported as group averages. This means
that no individual or his or her scores could be identified
from the final report.
Being in the study is completely voluntary. Your decision
whether or not to participate will not effect your relations
with your school or teacher.
If you decide to participate,
you are free to discontinue participation at any time without
consequence.
If you have any questions, please call Mike Carey (388-8745)
or Frank M. Gresham (388-8745).
We will be happy to answer
any questions.
An additional consent
to keep if you so desire.

form will be made available for you

You are making a decision whether or not to participate.
Your signature indicates that you have read the information
provided above and have decided to participate. You may withdraw
at any time without consequence after signing this form should
you coose to discontinue participation in this study.

Signature

Date

VITA
Michael P. Carey
PERSONAL DATA
DATE OF BIKIH

1-30-57
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